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The secret of 


medical practice 


The classical lecture of Dr. Francis Peabody 
to the medical students at Harvard was pub- 
lished in the March 19 issue of the Journal 
of The American Medical Association in 
1927, and the editor of the J.4.M.A. selected 
it as the leading article for that issue. It 
was subsequently reprinted by the Veterans 
Administration and also privately reprinted 
and distributed as a small booklet. 

It is of interest to note that Dr. Peabody 
was a professor of medicine and that the 
topic of his lecture was “The Care of the 
Patient.” It is also of special interest to 
quote the final sentence of that lecture: 

“One of the essential qualities of the 
clinician is interest in humanity, for the 
secret of the care of the patient is in caring 
for the patient.” 

This clear and straightforward statement 
was a condensation of all that this great 
internist had emphasized repeatedly 
throughout his lecture. He knew that the 


love of the physician for his patients was . 
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the central and necessary element in re- 
lieving them, and he spoke of the intimate 
relationship between the physician and his 
patients. He described that deeply per- 
sonal interest and concern for the patient 
as a person when he said “the clinical pic- 
ture is not just a photograph of a man sick 
in bed; it is an impressionistic painting of 
the patient surrounded by his home, his 
work, his relations, his friends, his joys, 
sorrows, hopes and fears.” 

Doctor Peabody remained well within 
his orientation of scientific medicine, but 
he was one of those rare physicians who 
nical knowledge with that fundamental 
humanism for sick which psychia- 
trists and other physicians are striving so 
valiantly to regain. Dr. Peabody told his 
students that the illnesses which are prop- 
erly designated as the functional disorders 
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are the responsibility of the general prac- 
titioner and that the intimate personal re- 
lationship between physician and patient 
provides the basis for interviews in which 
the physician can bring the patient to 
speak in detail of his current life and to 
recall past experiences that give rise to 
symptoms. 

Dr. Peabody encouraged his students to 
see the value of an active attitude in gain- 
ing an understanding of the development 
of the illness of their patients. 

In May of 1982 Dr. Franklin McLean ad- 
dressed the Johnson County Medical Society 
at Iowa City, Iowa, on the subject “Psy- 
chiatry and General Medicine.” He was 
professor of medicine and the director of 
clinical services at the University of Chi- 
cago. 

Dr. McLean told his audience that “many 
physicians still refuse to believe that the 
neurotic is not deliberately ‘imaginary’ and 
subject to his conscious control. This we 
now know is not the case, and our attitude 
toward the neurotic must accordingly be 
the same as toward any sick person. His 
symptoms are real and beyond his control 
and his suffering may be, and often is, 
greater than that of a person with organic 
disease. His need therefore for relief and 
for adequate consideration is just as great 
as that of the sufferer from organic somatic 
disease and it is only through this approach 
to his difficulties that we are in any position 
to be of assistance to him.” 

Dr. McLean well understood that the 
reason for the physicians’ refusal to accept 
the neurotic symptoms of their patients as 
suffering beyond control and the reason 
for regarding these symptoms as imaginary 
was the physicians’ own inability to rec- 
ognize or to accept their own neuroses. 
Dr. McLean went on to say that “If we con- 
ceive of physiological, environmental and 
psychological factors constantly at play, it 
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is easy to realize that every individual has 
within his total situation and personality 
the elements that may at times combine to 
produce a neurosis, and it is in accord with 
experience to say that every individual is 
a potential neurotic and that most individ- 
uals are at times actually neurotic.” 

In order to orient himself to this problem 
Dr. McLean reviewed the records of 100 
consecutive patients admitted to the general 
medical section of the outpatient depart- 
ment of the University of Chicago clinics. 
He found that 50 patients had clear-cut 
organic diseases. (Neurotic concomitants, 
if any, were ignored.) Twenty-three pa- 
tients had questionable organic disease. 
(Various “functional” disorders, colitis and 
so forth were included in this category.) 
Twenty-seven patients were clearly to be 
regarded as neurotics. 

Dr. McLean said that “study of these 100 
consecutive patients brought forth a num- 
ber of very interesting facts,” and he cited 
only one case. “This was a boy of fifteen 
who had been admitted to the hospital with 
a history of having vomited all food and 
water taken in the 10 days previous to ad- 
mission. “Psychic vomiting” was suspected 
on admission but in order to rule out any 
organic disease, numerous diagnostic pro- 
cedures were carried out, all with negative 
results. The boy gradually improved with- 
out treatment and was discharged on the 
tenth day free of symptoms and with a 
diagnosis of “no organic disease.” 

Although the patient was in the hospital 
10 days—and there are several notations 
suggesting ‘“‘psychic vomiting’”—there is no 
record of any attempt to discover a psychic 
basis for the severe manifestations. 

Dr. McLean then said: “This is admit- 
tedly an extreme case but it will serve to 
illustrate several points. Every attempt 
was made, and quite. properly so, to estab- 
lish or to exclude the possibility of organic 





disease, and from this standpoint the record 
is commendable. I would be the last to 
suggest that any of this effort should have 
been omitted, but I am equally clear that 
the same attention should have been given 
to the psychological factors in the case. It 
is more than ‘possible that this boy was in 
just as serious’ difficulty as if he had had 
otganic diseases and it is possible that: ade- 
quate attention to his difficulties might 
not only have relieved his symptoms but 
might also have laid the foundation for a 
useful, adjusted life. It is my opinion that 
in such cases it is just as much the province 
of the physician to see that this aspect of the 
matter is given careful consideration as it 
is to see that organic disease is properly 
diagnosed and treated, and it is my im- 
pression that at the present time, taking the 
medical profession by and large, this de- 
sideration is not adequately fulfilled.” 

In this same lecture Dr. McLean em- 
phasized, as did Dr. Peabody, that “the in- 
timate personal relationship between the 
physician and his patient is in itself a potent 
healing instrument.” He said: “If the phy- 
sician has adequate insight into his rela- 
tions with his patients he will know already 
that much of his success in the practice of 
medicine depends upon the patient-doctor 
relationship, in itself a form of psycho- 
therapy which the psychiatrist manipulates 
expertly to the advantage of the patient, 
and he will himself learn from experience 
how to use this relationship to its full thera- 
peutic value.” So much for Dr. McLean, 
who also knew that many a patient has not 
had a prescription filled and instead has 
told his physician, “you are my best medi- 
cine.” 

The secret which many practicing physi- 
cians do not know is the powerful thera- 
peutic influence they exert in the lives 
of their patients. They are so frequently 
blind to the intense feelings their patients 





Secret of medical practice 
BARTEMEIER 


have for them and the way in which these 
feelings dissolve so many of their symptoms. 
I strongly suspect that these feelings. of 
trust, love and devotion are often far more 
responsible for the success of the treatment _ 
of thejr patients with functional disorders 
than the prescriptions, the injections and 
other ‘forms of treatment that they ad- 
minister. 

In the care of many patients referred to 
me by medical colleagues I have repeatedly 
been astonished at these physicians’ com- 
plete lack of awareness of their patients’ 
feelings for them. This all-important nv- 
cleus of medical practice is the secret which 
must be brought out into the open; then, 
and only then, can general practitioners 
utilize these feelings more effectively in 
patient care. It may be that because of 
their thorough incorporation of the so- 


- called “scientific attitude” during their 


medical education that physicians have had 
to deny what they feel for their patients. 

The discovery that behavior is influenced 
by basic biological mechanisms ‘which op- 
erate with precision beyond conscious 
awareness advanced the practice of psy- 
chiatry within the realm of scientific 
medicine. Unfortunately, psychiatry, like 
medicine itself, became too scientific.. Con- 
sequently, the great problem in medical - 
practice today is the necessity of a scientific 
humanism in the care of the sick. The 
general public has brought this problem 
to attention through the many complaints 
that physicians are too cold and too im- 
personal and that physicians disregard the 
personal difficulties their patients encounter 
in their marriages, in their relations with 
their children, their occupations, their 
neighbors or their friends. 

The rise of modern medicine, like the 
development of dynamic psychiatry, has 
been accompdnied by a loss of the human 
warmth and personal interest which had 
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previously been of the greatest possible 
value in the care of the sick. The prac- 
ticing physician continues to be altogether 
too much under the influence of his train- 
ing in the basic sciences and the scientific 
attitude of his medical education. His 
clinical investigations are conducted too 
exclusively in terms of organs and tissues 
and organ systems and functions to the 
exclusion of the patient as a person not 
unlike himself. This loss of the person as 
a member of the family, as a father of 
children, as a product of his inheritance 
and his early environment, as a man on a 
job and as a member of the community, 
was well-known to physicians before the 
development of scientific medicine. It is 
the recovery of this humanistic orienta- 
tion that now becomes a necessity for the 
further advancement of our professional 
services. 

Dr. Peabody encouraged his medical stu- 
dents to show their patients, by their atti- 
tudes and behavior, that they cared for 
them. This is quite the opposite of the 
so-called objective attitude characteristic 


of psychiatry now that it has become one 
of the scientific disciplines. It is indeed 
an extravagant price to have paid for the 
scientific discoveries which have advanced 
our profession so remarkably. It is time 
that we see that in achieving our great 
progress we have discarded so much of what 
was valuable throughout the centuries be- 
fore. How to recapture this humanism and 
how to integrate it into the scientific struc- 
ture of present-day medicine remains a 
problem for further development and ex- 
ploration by both undergraduate and post- 
graduate medical education. 

These remarks are concluded in the same ~ 
vein in which Doctor Peabody terminated 
his memorable lecture. The physician's 
love for his patient and the patient's love 
for his physician is a powerful influence in 
the restoration of patients suffering func- 
tional disorders as well as for those whose 
illnesses are predominantly organic in na- 
ture. The word “love” has been used in 
the same sense in which Dr. Peabody used 
it when he said that “the secret of the care 
of the patient is in caring for the patient.” 
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A healthy group life-social group 


work’s contribution to mental health 


“A person can be lonely, even if he is 
loved by many people, because he is still 
not the ‘one and only’ to anyone,” } 
the wise fourteen-year-old Anne Frank 
wrote in her diary. 
“Give me hunger, 
O you Gods that sit and give 
The world its orders. 3 
Give me hunger, pain and want: 
Shut me out with, shame and failure 
From your doors of gold and fame, 
Give me your shabbiest, weariest hunger. 
But leave me a little love, 
A voice to speak to me in the day end, 
A hand to touch me in the dark room 
Breaking the long loneliness.” ? 
sings the adult, Carl Sandburg. 


“I have liv’d long enough: 
my way of life is fall’n into the sear, the 
yellow leaf; 


and that which should accompany old 


as Soke, love, obedience, troops of 


I must not look to have...” 
says the aged Macbeth out of Shakespeare's 
depth of knowledge of human beings. 

All three, at all ages in the human life 


cycle express the deepest longing, the great- 
est needs of man: to be loved and to be 
important, important to someone. There 
is an inseparable connection between self- 
respect, “self-respect, the survival of the 
soul” as Spranger expressed it, and relation- 
ship to someone else, freely given and given 
because each is important to another. If 
self-respect and love are taken away, the 
human being loses his raison d’étre, his 
reason for living. Suicides are usually 
connected either with a deep feeling of 
unworthiness or a deep sense of rejection. 
Depressions show those same phenomena. 
All through life the human being struggles 


to retain—or gain—this sense of an im- 





Dr. Konopka is a professor in the School of Social 
Work at the University of Minnesota, Minneapolis, 
Minn. This paper was presented at the National 
Conference on Social Welfare in Atlantic City in 
June, 1960. 

1 Frank, Anne, Diary of a Young Girl (New York: 
Doubleday & Co., Inc., 1952). 

2 Sandburg, Carl, Chicago Poems (New York: Henry 
Holt & Co., Inc., 1916). 

8 Macbeth, Act V, scene II, lines 22-26. 
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portant self combined with the reaching 
out to the “you,” the other one who gives 
importance to oneself and to whom one 
may give importance. The bridge is not 
easily built; it requires constant effort, but 
without the bridge of “I” and “you” the 
human being crumbles. He might destroy 
himself, or others, in different forms, liter- 
ally or through subtle emotional tortures, 
but he does suffer and makes others suffer. 

The basic ingredients of mental health 
therefore are the capacity to love and be 


loved, the genuine acceptance of the inter- 
dependence of men. 

Many dfinitions of mental health have 
been tried. Marie Jahoda did an excellent 
service in factoring out six categories of 
concepts related to mental health. She 
named: 


1, Self-attitudes (knowledge of self, self- 
acceptance) 
2. Self-actualization (using all one’s po- 


8 Pe Ae nal 
. Integrated personality 
4. Autonomy (independent decision mak- 


5. Perception of reality (free from need 
distortion) 

6. Environmental mastery (ability to love, 
work, play; adequacy in interpersonal 
relations; problem solving).* 

§ These are helpful concepts, each one re- 
lating back to the major ingredient of 
mental health: the interdependence of 
man, the need to be part and to participate, 
the capacity to give love and to accept love. 

The following discussion is therefore 

based on the promise that “belonging” and 

“contributing” are basic human needs es- 





4 Fourth Annual Workshop on Community Mental 
Health, North Carolina, July 7-17, 1959 (Raleigh, 
N. C.: North Caroliria State Board of Health, 1959). 
6 Erikson, Erik H., “Identity and the Life Cycle,” in 
“Selected Papers by Erik H. Erikson,” Psychologi- 
cal Issues (New York: International Universities 
Press, Inc., 1959), Vol. 1, No. 1, Monograph 1. 
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sential to mental health because they are 
outward signs of inner self-respect and the 
capacity to give respect to others. This 
discussion is also based on the premise 
that human beings are not born with those 
capacities—and that they can be thwarted 
and destroyed, as well as being enhanced. 

The first part of this paper will present 
the development of the individual as an 
interdependent being, as part of a healthy 
group life. 

The second part will introduce social 
group work, one of the most helpfui pro- 
fessional approaches in relation to ‘hose 
specific mental health needs. 

Eric Erikson, in his concept of the eighy. 
stages of the life cycle of man, brought che 
Freudian concept of intrapsychic develp- 
ment. into the context of people relating 
to people. He begins his cycle with the © 
development of a “basic sense of trust” de- 
pending on the relationship between mother 
and child. Very early this relationship in- 
cludes more than two people. Even in his 
first year the infant begins to react to others 
besides mother, although the predominant 
important relationship is a “one-to-one” 
one. All through life the human being 
needs the special nourishing factors that 
come from a healthy group life. 

What is a “healthy group?” It is not a 
mass. Jt allows for an identification with 
equals, for the warmth of belonging to more 
than one person—to remove some of the 
fear that the threatened loss of the “one 
and only” always presents. It also allows 
for freedom to be oneself and different in 
the presence of others, for freedom to 
choose those one prefers and responsibility 
to accept others one does not especially 


care for, for opportunity to try out one’s 


own specific uniqueness and for enjoyment 
of the uniqueness of others. 

Without such qualitative group life in 
and beyond the family the individual can- 
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not grow emotionally and intellectually. 
Family, the primary group, is vitally im- 
portant for the development of a healthy 
ity but the family alone is not 
oo To let Anne Frank speak again, 
. lately I have begun to feel deserted. 


“pin rw by too great a void. I 
never used to feel like this; my fun and 


amusement and my irl friends, com- 
pletely a ee ts. Now I either 
Fnink Lhowr uni or — - 


a mane a 
at long ast 1 soup bes 
pe a ea cannot take the 


of my entire ire litte world of Esme 
days.” © 


The importance of the family group is 
paramount, and much has been written 
about this. It is very necessary however to 
focus also on other group associations be- 
cause they have been woefully neglected 
in: thinking about mental health. The 
small family unit alone cannot provide 
for developmental needs. The light shin- 
ing in the eyes of a two-year-old who dis- 
covers another “baby,” the reaching out 
for this other child indicates a basic need 
to be with one’s contemporaries. With in- 
creasing age this need grows and becomes 
more complicated. In the five-year-old the 
“belonging” need is still fulfilled by the 
adult, but the sense of importance, the 
“who am I,” is slowly and increasingly de- 
veloped in his small friendship groups. 

On the other hand those groups can 
place serious obstacles in the way of healthy 
development.. The family too long has 
been blamed for all shortcomings in the 
mental health development of children. 
We must take a much closer look at: other 
group associations of children. The handi- 
capped child who is exposed to the taunts 
of his little neighbors can be only partially 
protected by his family group. The class- 
room, neighborhood, organized youth 
groups may help or hinder the healthy de- 
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velopment of a self-image. “I had my first 
seizure on the playground when I was nine- 


years-old,” recalled an adult seizure pa- 


tient. “I woke up with kids staring at me 
and I heard shouting—‘Ida has a fit; Ida 
has a fit.’ Mother came rushing out and 
held me in her arms; Mother always stayed 
with me from then on—she means well— 
but I can only see the: kids! And I never 
felt I was worth anything.” 

“Don’t ever get a child that looks: like 
me,” a pretty. ten-year-old dark-skinned 
Negro child. said to me; She had ex- 
perienced the selective group basis of a 
society that discriminates. All the love at 
home could only help her to “stand” the 
hurt—a part of the self. was broken. 

The importance of the friendship group 
increases during adolescence. The enor- 
mous power of these groups in helping or 
hurting the growing human being is before 
us every day. Exclusion of individuals be- 
cause of their race, economic background 
or social status creates scars and re- 
sentment. Much of what looks like de- 
linquent defiance to the undiscerning adult 
is a struggle for being “somebody” in: this 
world of the young, If acceptance: cannot 
be found, the rejected ones must band to- 
gether to find some sense of security and 
self-worth. This underlies much of. the 
formation of gang groups. 

Finally, we come to the importance of 
group life to the adult. With the founding 
of his family, the adult finds a new im- 
portant relationship, but it is not sufficient. 
Adults yearn increasingly for some intimate 
friendship group outside the narrow family 
circle. Adults in our culture belong to 
many—sometimes too many—group activ- 
ities, but they miss the intimacy of close 
friends, the opportunity to be “them- 





6 Op. cit., p. 49. 





selves," to “let down their hair.” A highly 
regarded businessman approached me at 
the conclusion of a speech I had made to 
a new mental health society in a small com- 
munity. “What you said about people 
feeling alone, when they have only groups 
based on prestige or business association, 
surely hit home. What can we do? We run 
to psychiatrists, because we can’t have 
friends!” 

Some anthropologists consider the pau- 
city of adult intimate friendship groups ‘to 
be one of our most ‘serious 
Our culture does offer outlet for the need 
to participate, to gain importance in adult- 
hood, but it provides too little fulfillment 
of the need to belong outside the narrow 
confines of the family. 

In recent years much has been said and 
written about the group needs of the aged. 
Unfortunately, attempts at fulfillment have 
often been on a superficial level. The aged 
do not primarily need “diversion,” recrea- 
tion outlets to fill leisure time. The eld- 
erly, more than any other age group, need 
the feeling of being needed, of being active 
participants, of “belonging” to a commu- 
nity of people. At a stage of life when some 
faculties—at least in many people—begin 
to diminish, those needs are tinged with 
deep anxiety. If life has offered enough 
satisfactions this anxiety will be less pro- 
nounced. If it has not, more help must be 
offered. 

With the realization that mental health 
is closely related to the quality of group 
life throughout the whole life span of the 
individual, the questions arise on how to 
create a healthy group life, what services 
to provide, what skills are needed. 

Much of the provision of qualitative 
group life will not come through profes- 
sional services but only through the efforts 
of enlightened citizens—through new ways 
of raising children, through a pervasive 
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change in culture. An example is the ter- 
rible damage discrimination does to the 
mental health of those discriminated 
against as well as to those who discriminate. 
Surely, only legislation, specific efforts of 
human relations agencies and schools, as 
well as the total conscience of a nation will 
change this. 

The same applies to cultural change in 
the intimacy of adult group life. The pro- 
fessional who is aware of needs can present 
them to the community. Such change must 
be achieved and can be achieved only 
through the inspired and capable action 
of citizens in a democracy. 

But those services which are consciously 
provided to prevent damage of mental 
health or those which help to repair dam- 
ages fall into the province of the dedicated 
and skilled professional practitoner. So- 
cial group work, a specific approach of the 
social work profession, has a vital place in 
this realm. 

What is social group work? It is the 
method in social work which relates its 
helping function specifically to individuals 
in groups. Its goal is the creation of quali- 
tative group life, differentiated. according 
to the needs of the groups it serves. The 
group worker always works in the actual, 
realistic context of interpersonal relations, 
whether he works with community groups 
or with clinical ones. 

The group work approach places strong 
emphasis on individualization in the 
group. The group worker realizes that a 
group frequently presents a total organism 
and that he has to work with this, but he 
also never loses—or he is not allowed to 
lose—focus on the importance of the in- 
dividual. 

Group work early recognized that there 
is not a dichotomy between individual and 
group, that individuals can reach their 
highest potential and feeling of self-worth 
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by participation. Also that they can 
achieve security by a feeling of belonging 
to a meaningful group, and they take on 
responsibility toward others in and through 
those relationships. Group workers have 
realized the power of group associations, 
and they know that this power can also 
be disastrous; it can destroy and harm a 
person. 

Social group work is not a mechanistic, 
mariipulative skill. Like all mental health 
professions it is bound—and freed—by the 
respect for the individual and his unique- 
ness. Its skill is a helping and freeing 
one—yet: it limits the individual by his 
consideration of others. 

This professional skill is appropriate in 
a variety of mental health services, span- 
ning a scale from the developmental group 
needs of children to the plight of adults 
in mental hospitals. 

‘One of group work's contribu- 
tions to the mental health field lies in its 
practice in institutional settings dealing 
with mentally ill or emotionally discurbed 
patients and in correctional institutions for 
either children or adults. Most of these 
institutions are not yet what they should 
be—places' in which the sick or hostile 
human being can regain his self-worth and 
his capacity to relate to others. We do 
know and have experienced that the en- 
vironment we have provided in the past 
—and more frequently today—has not 
been conductive to the regaining of men- 
tal health. 

The importance of medical and psy- 
chiatric services is paramount. Yet we have 
learned that the degradation of institu- 
tional confinement combines with no un- 
derstanding of the impact patients have on 
each other. Also, the exclusion from par- 
ticipation in decision making has helped 
only to deteriorate patients. The recent 
years have seen a reform of those situa- 
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tions. But progress is slow, and there is not 
enough use made of the skill social group 
workers are prepared to give. 

Actually there is available a body of 
knowledge which integrates individual un- 
derstanding and group process. Skills have 
been developed on how to work with sub- 
groups, how to help through specifically 
selected and appropriate activities and 
through interaction of group members. All 
these skills are the competence of the so- 
cial group worker. 

Fear of more alert patients—of patients 
who gain confidence—has sometimes pre- 
vented the helpful exercises in decision 
making that are needed on wards. On the 
other hand, nurses especially have asked 
for and have enjoyed adding to their skills 
the knowledge available through social 
group work. 

A particular function of the social group 
worker in hospitals and treatment centers 
is work with formed groups. Such groups 
may be preparole groups, groups compris- 
ing newcomers to the institution, groups 
formed of patients who have gone through 
similar significant experiences—as for in- 
stance shock therapy—or discussion groups 
to help patients to better understand them- 
selves and the situation in which they find 
themselves. In all these groups the group 
worker uses his skill of relating patients to 
each other, of strengthening their confi- 
dence in themselves by allowing them not 
only to talk out their feelings, expectations 
and fears but also to act them out partially 
through encountering the needs of others 
in the group or through direct experiences 
with such new social situations as going 
out, eating together, bringing in relatives. 

In such groups the presence of others 
“in the same boat” often frees the patient 
and gives him support in the face of a 
highly authoritarian situation. This is an 
important ingredient in helping him to- 
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ward the task of health which demands. 
making decisions and being capable of 
standing up for one’s own thoughts. Offer- 
ing this opportunity is not always easy for 
the group worker, for his specific skill does 
not allow him to be always in the “giving” 
role, He must accept two facts: 1. He loses 
the aura of authority so often available to 
the individual therapist, because of the 
mutual support patients give to each other; 
and 2. He must see his greatest accomplish- 
ment is helping patients to help each other 
instead of his being the major helper to 
each individual. 

For social group work students the latter 
is always the hardest role to accept. Young 
students often complain: “What did J do 
to help Joe?” They must learn that they 
must be available to the individual mem- 
ber in the group when he needs them and 
when nobody else in the group can help 
him. Yet. his greatest skill is in helping 
the patients help each other—and this de- 
mands much professional discipline and 
skill. The major purpose of the group is 
to be a practicing ground for give-and-take 
among equals, The patient must not re- 
main dependent on the professional helper; 
he must experience his capacity to inter- 
act, live and enjoy others in the commu- 
nity. This is an important contribution 
to the return to mental health. Release, 
talking out, beginning insight are helpful 
functions of group treatment, but they are 
similar to those achieved in individual 
treatment. 

The specific help derived from the group 
is the opportunity to try out interpersonal 
relationships. There may be failures; a 
patient can feel hurt and the support of 


the group comes to him as a great relief 


and often as a complete surprise. If this 
support isnot. forthcoming the group 
worker must be the helper and must give 
the patient comfort, but this cannot pro- 
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duce the same elation that comes. with 
acceptance by one’s equals... The same ap- 
plies to learning about necessary limita- 
tions, because one lives in a world with 
other people. These formed groups are 
often times discussion groups; yet, fre- 
quently they are also activity groups (es- 
pecially in work with children) where the 
group worker uses his specific knowledge 
of materials and activities related to needs. 

Other mental health services in which, so- 


cial group work is increasingly practiced 
are: 


Outpatient clinics—especially child guid- 
ance clinics—which have begun to recognize 
that work with groups is one of the essen- 
tial parts of their services. It is realized 
that children act differently in individual 
interviews with adults. from the way they 
act in the company of other children. Sen- 
sitive observations by the group worker 
add invaluable data to diagnosis., Treat- 
ment is.enhanced by an opportunity for 
children to act out and play out feelings 
while other children are present. Adoles- 
cents, to whom contemporaries mean more 
than adults, open up more easily and more 
realistically in group discussions. Parent 
groups allow for identification with other 
parents for alleviation of guilt and for. di- 
rect learning from others, 

Social group work plays an important 
part in the prevention of mental and. emo- 
tional illness in working with physically 
handicapped people—the blind, the crip- 
pled, the speech handicapped, the epi- 
leptic. Informal groups or camps of such 
handicapped youngsters or adults contrib- 
ute to an increased feeling of security, and 
they allow for trying out skills and rela- 
tionships in a protected environment. 

An example of this is Sue, who attended 
a camp for physically, handicapped chil- 
dren. : 


Sue was an “unattractive twelve-year- 
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up worker gently p: fod bes hands on 
ue’s face in a way that only her dark 
eyes showed and said, “Sue, you have 
armas eyes; they alone are worth 
at” 
_ Here was adult acceptance, Still more 
one sk was the reaction of Jenny, 2 
of Sue’s age who had a i thered 
arm, “O yes, Sue, and just look a toad 
sovdly hands! oer. one puso mine is no 
ughingly she 
Pipe. 


Rater the girls went dane 
on her 
suggested that ano’ 


d do the trick. No response 
—or was there? At night Sue crept to 
worker, ““Would you wash and 
tia Sha es tly?” Still, there was 

able to be attrac- 


scbincho rine 


ven feeling of, 
p Nota wold hare segue, 
ers 
Saints te wees ate, fae 1 
woe because it oe my 
talked freely and potion 

— her father who pane her feel so 
‘oediy and apie pre tears at the 
ng as I know 


I have ve Friend Fit get along.” Sue had 
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found ‘self-respect through a sense of 

belonging. 

Work with delinquents falls into the 
area of mental health. The individual de- 
linquent frequently shows serious signs of 
disturbance and certain forms of delin- 
quency can influence the mental health of 
a total community. Delinquency is usually 
a group phenomenon and few delinquent 
acts have been committed. by solitary of- 
fenders. ‘The frustrated youngsters, feeling 
rejected and permeated by a low self-con- 
cept, are often driven to violence—acts 
proving their own superiority—and to take 
revenge. If these impulses are organized 
or misused by strong individuals, the re- 
sult is mob violence, as experienced in 
gangfights and, worse, in the youth mobs 
of Nazi Germany. In’ those groups the 
power of group support, turned as it was 
toward evil purposes, could’ be seen clearly. 
Support by the group allowed many’ of 
these: hateful ‘youngsters to commit deeds 
they would have not dared to commit 
alone. It is‘important to remember that 
the early group life of these children ‘was 
usually a stern, authoritarian one, a father 
who ruled with an iron hand and teachers 
who followed this’ pattern. This may be 
a warning to those who cry for the “good 
old days” of the disciplinarian father. 

Since delinquency is 


the “floating group worker” or “gang- 
worker” has become a mental health agent 
in the neighborhood. He works with 
youngsters in theif natural group associa- 
tions because those have so much meaning 
to them. He slowly penetrates the shell 
of distrust and hate. It is not recreational 
diversion he has to offer. Those young- 
sters have enough ‘exciting activities, all 
of them more exciting than anything “le- 
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gitimate.” The group worker offers him- 
self; he offers a relationship with an under- 
standing adult who, by his acceptance and 
yet incorporation of positive values, makes 
the adolescents feel that they can become 
important members of a society which is 
concerned with them as individuals. He 
helps them with the basic questions they 
ask so often: “Who am I? Why do people 
hate us? What is the matter with my par- 
ents? What about sex? Why don’t adults 
understand us? How do we find work? 
Whom can we trust?” 

Group work's contribution to mental 
health lies beyond those rehabilitative 
services. It works also in the large area 
of maintenance of enhancement of mental 
health. This function parallels that of 
public health. The following is a typical 
example of such services: 

In a newly developed, low-cost housing 
project of one of our middlewestern cities, 
services for the maintenance of mental 
health and of positive relations among the 
new inhabitants were consciously and sys- 
tematically introduced by a nearby settle- 
ment house. 

The staff knew the ingredients which 
would lead to disturbances in such newly- 
created communities: 

1. Isolation from the rest of the com- 
munity, resulting in feelings of inferiority; 

2. Segregation of differing groups accord- 
ing to color or creed, despite the “inter- 
racial, intercultural” intent, resulting in 
tensions; 

8. Too great a reliance on the housing 
authority, resulting in feelings of depend- 
ence and anger against the authority; 

4, Gossip being the only form and con- 
tent of communication available, resulting 
in feuds among children; 

5. Poor public transportation to public 
schools, resulting in an increase in truancy; 

6. Mothers overwhelmed by care of 
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young children, resulting in poor treat- 
ment or neglect of the children. 

The settlement house did not provide 
all the preventive services, but it did lay 
the foundation for them by providing lead- 
ership in establishing citizen groups. These 
groups could begin to work on some tan- 
gible services. In this way several of the 
“bacteria” were killed before they had time 
to take hold. 

The citizen groups offered interchange 
among the new inhabitants in the housing 
project for a common goal. This brought 
people of different backgrounds together 
in a positive and accepting way. 

The citizen groups created pride in the 
participating individuals. This pride de- 
veloped because these individuals felt they 
had important roles to play in conducting 
their own affairs. 

The groups helped the new inhabitants 
develop a feeling of independence from 
the housing authority, and this resulted in 
warm and co-operative work with author- 
ity representatives, 

In working on problems of transporta- 
tion, etc., the group members dealt respon- 
sibly as representatives with other parts of 
the community, thus preventing the feel- 
ing of isolation and inferiority. 

The groups—in addition to their “busi- 
ness” function—became friendly social out- 
lets without the “gossip” aspects. 

Such efforts are never finished, yet di- 
rect group work services can be diminished 
slowly and ought to be revived only when 
danger signs appear. 

Such healthy group life—purposefully 
created and clarifying what must be pre- 
vented—can become one of our greatest 
weapons against poor mental health. 

The group worker’s function with youth 
groups, with groups working on family 
life education, belongs in this area of pre- 
vention. Unfortunately much work with 
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youth groups is conducted purely on a di- 
versional, recreational basis. Children 
have a right to play and to pure enjoyment. 
This is their way of learning and of grow- 
ing. In most child and youth-serving agen- 
cies, adult volunteers who enjoy children 
and their activities can be of real help. 
Yet volunteers do need help in under- 
standing how to create a group climate 
that allows the youngster to gain true self- 
respect, to help him learn to respect dif- 
ferent people and to learn to participate 
significantly and intelligently. 

Volunteers need help with understand- 
ing children, with how to work with the 
shy and withdrawn youngster, how to ap- 
proach the hurt and bewildered child, the 
rebellious and the hateful one. These 
children are in our so-called “normal” 
group and many of them can be helped 
right in their own groups without the al- 
ways painful referral to specialized agen- 
cies. There is great need for a more signifi- 
cant use of the social group worker in 
youth work. 

With schools placing increasing empha- 
sis on intellectual achievement and learn- 
ing, the informal group associations be- 
come, more than ever, vital forces for the 
healthy emotional development of chil- 
dren. “Case finding” and “work with the 
whole family” should become an accepted 
co-operative endeavor between social work- 
ers attached to public schools and profes- 
sional social group workers in the informal 
youth-serving agencies. 

Group work has developed great insights 
—especially the synthesis of individual and 
the gfoup. Its stress on interdependence 
as a major human need preceded recent 
developments in psychiatric approaches by 
some years. Group workers themselves 
have not always been enough aware of how 
closely they reach the nerve center of 
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mental health in the individual. They be- 
come increasingly conscious of this through 
better education in individual dynamics 
integrated into their knowledge of group 
process and environmental forces. 

Group work’s reach into the healthy part 
of community life has sometimes been alien 
—and perhaps frightening—to some of the 
mental health professions and even to its 
own colleagues in the social work family. 
Its contribution in this area, in helping 
to produce a healthy group life in the 
community, will come to its full bloom 
when group work itself can clearly state 
its purposes (as for instance in the example 
of the work of the settlement house in the 
housing area) and if it insists on making 
its contribution to developmental services 


of youth more significant. 


Group work’s helping function in the 
rehabilitative or correctional services is 
clear and growing. It provides reality ex- 
periences for fulfillment of the basic needs 
underlying mental health, the need for 
self-respect and the need to belong. Those 
are healthy needs which are twisted at 
times, thwarted, or buried by the inhu- 
maneness of man to man. 

Their health must be restored. Eduard 
Lindeman once wrote into his notebook, 

“Group work is a mental iene ex- 
perience—a venture in sanity.’ 

This venture can be exceedingly power- 
ful if carried by practitioners who take 
their task as seriously as it should be taken. 
After class, a college student recently asked, 
“I wished I would see a group in action! 
Is it really so potent?” The answer: “The 
group is the atomic energy of human rela- 
tions—as dangerous when it is misused as 
it is full of blessings when used with skill, 
purpose and real love for each human be- 
ing.” Competent group work has a great 
future in the mental health field. 
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BRYANT M. WEDGE, M.D. 


“An ounce of prevention is worth a pound 


of cure,” 
Poor Richard’s Almanac 


Psychiatric case finding 


in college by nurse interview 


It is a basic tenet of preventive medicine 
that serious health problems are most ef- 
fectively remedied or mitigated if they can 
be detected and treated in their earliest 
stages. This is demonstrably the case in 
many illnesses—tuberculosis, for example. 
Tuberculin testing and the routine chest 
X-ray are used to assist in the early identi- 
fication of this disease, and it has been re- 
peatedly proved that remedial treatment 
in incipient stages can prevent a more 
serious course and control the spread of 
infection. The principle of early detection 
and treatment is frequently invoked as an 
aim of preventive psychiatry; in fact this 
principle underpins the entire child guid- 
ance movement. Nevertheless there are 
such special difficulties in applying this 
principle in the field of mental health that 
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it has been honored more in the breach 
than in the practice. 

A major difficulty is in the identification 
of cases of incipient mental ill health which 
should be referred for early treatment. 
Epidemiologic studies, using various czi- 
teria, have regularly shown that between 
83 and 85 per cent of: the population 
studied suffered from some degree of what 
were judged as neuro-psychiatric symptoms, 
while between 16 and 33 per cent showed 
significant impairment of work and social 
adjustment from these difficulties (1, 7, 8). 
A second problem is that identification of 
a case does not necessarily lead to clear-cut 
possibilities for treatment. While all pre- 
ventive treatment depends upon the co- 
operation of the patient, this is particularly 
true with personality disorders. Here, 
treatment depends very heavily upon the 
patient's willingness to recognize his diffi- 
culty and his motivation for treatment. 

Despite these problems, there are certain 





critical points at which it seems appro- 
priate to concentrate efforts at case finding 
and early treatment as a preventive meas- 
ure. These are points in the development 
of personality which are particularly criti- 
cal for achievement of mental health. The 
first of these is certainly childhood, at 
which time two major screening devices 
are being developed. The first device is 
educating parents to recognize departures 
from healthy development and encouraging 
them to seek consultation when these de- 
. partures occur. The second device is the 
vast organization of the schools, in which 
the classroom teacher, backed up by ade- 
quate consultative services, can act as a 
screening agent for an entire rising genera- 
tion. 

Another critical opportunity is in the 
college. As selected—and  self-selected— 
elements of the population, college students 
undertake the critical transition ‘from de- 
pendent childhood to autonomous adult- 
hood during the college period. Since this 
is a time of considerable openness to 
change (10, 12) it provides ‘a’special oppor- 
tunity to exert favorable influence through 
relatively brief treatment (2,5, 12). Con- 
sequently, early case finding and preven- 
tive referral of college students would ap- 
pear well worth exploration as means for 
the practice of preventive mental hygiene. 
This paper reports on a systematic effort 
at the identification and referral of emo- 
tionally handicapped students by use of a 


aurse health interview. 


CASE FINDING IN COLLEGE 

There have been few systematic attempts 
to’ identify instances of emotional malad- 
justment in college for the purpose of pre- 
ventive referral, although Farnsworth and 
Darling, among others, have urged research 
into this question (2, 5). At the Yale Divi- 
sion of Student Mental Health routine 
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mental hygiene examinations were insti- 
tuted as part of a physical review for en- 
tering students in 1928, and these were 
continued until 1932 when it was con- 
cluded that “the results did not justify the 
amount of work involved or the cost of 
such a large and complicated procedure. 
Students who wanted psychiatric aid would 
seek it; those who did not want it could 
not be coerced. Although routine exami- 
nations uncovered problems, uncovering 
them was not enough. The principal 
function of the department is to treat pa- 
tients; and the examinations did not con- 
tribute measurably toward treatment or 
toward persuading students to seek it. Ex- 
cept for the two years immediately follow- 
ing the establishment of the staff in the 
new Health Department buiiding (1930- 
1932) the number of new cases treated 
fluctuated within a limited range regard- 
less of the size of the staff or the number 
of routine examinations (6).” 

Although a number of studies have been 
directed to the distribation of ‘various 
mental characteristics of college students, 
few of them have been used for case finding 
purposes. A study done in 1955 at Yale 
showed that 24 (three per cent) out of 784 
freshman students had 80 or more “yes” 
responses on the Cornell Medical Index 
and that some 42 per cent of these visited 
the Mental Hygiene Division during the 
next two years, this percentage being higher 
than for any other group. Furthermore, of 
students who had seven or more positive 
responses to questions on the last page of 
the Cornell Medical Index which deals 
with patterns of mood and feelings, 27 
subjects out of 86 (82 per cent) visited the 
Mental Hygiene Section (13). It could be 
concluded that the Cornell Medical Index 
might be of some help in identifying cases, 
but it should be noted that less than half 
of the students who met the most stringent 
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criteria sought psychiatric assistance and 
that the criteria picked up only a minority 
of the students who did use the service. 

In another study, Rust developed a 
“Twelve-Problems Scale” as a measure of 
a lack of mental health and applied this to 
samples from three separate years (9). This 
covered questions of having been bothered 
by such feelings as loneliness, nervousness, 
insomnia, headaches and indigestion, or 
having had personal problems which inter- 
fered with studies, athletics, extracurricu- 
lar participation, recreation, sleep, sex life, 
or relations with people. Approximately 
one-fourth of the subjects reported four or 
more problems, and this group also re- 
ported themselves as less satisfied with their 
college experience, less physically healthy, 
and checked self-critical items on an ad- 
jective check list. Nevertheless, of this 
group only 25 per cent consulted the Stu- 
dent Mental Hygiene Clinic during four 
years in college as compared with 17 per 
cent of the total class. 

In another study Davie found that the 
users of the Mental Hygiene Clinic could 
not be distinguished from the nonusers in 
terms of a large number of precollege or 
incollege characteristics and that they came 
from all walks of campus life (3). The 
users of the Mental Hygiene Clinic tended 
to report greater dissatisfaction with col- 
lege experience and greater dissatisfaction 
with themselves. 

These studies suggest that questionnaires 
are unlikely to identify cases of emotion- 
ally disturbed college students who would 
benefit by referral to the Mental Health 
Service. Instruments which identify cases 
with any accuracy miss a major portion of 
those who actually use these services, while 
picking up a large proportion of cases 
which do not do so. This is perhaps in- 
evitable in the realm of emotional disorders 
in which diagnostic criteria are anything 
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but clear-cut and in which the success of 
treatment depends on the patient's atti- 
tude toward himself and his problems. 


THE NURSE HEALTH INTERVIEW 
PROJECT 

The nurse health interviews in the Depart- 
ment of University Health began in. the 
academic year 1957-1958 on an experimen- 
tal basis. The purpose of these interviews 
was to determine the usefulness of this 
technique as an initial health screening 
device in the college setting, especially in 
comparison to routine physical examina- 
tions. Secondary aims were to convey in- 
formation concerning health facilities and 
to influence behavior in personal health 
care and toward appropriate use of health 
facilities. This provided an opportunity 
to assess the interview as a means of psy- 
chiatric case finding and referral in com- 
parison to the routine physical examina- 
tion. : 

The experimental groups were made up 
of three random samples of 100 students 
each. These samples were drawn from the 
two successive freshman classes, excepting 
those students who had received early phys- 
ical examinations in order to participate 
in freshman football and those who were 
called for early examination because of 
notable medical problems reported on a 
preadmission health form. One sample 
(A) was called for a nurse health interview; 
a second group (B) received a routine phys- 
= examination in addition to the inter- 

ew; and the third (C) received the usual 
chai examination. All students re- 
ceived chest X-rays, eyesight tests and 
urinalyses in addition to the health review. 

The nurse health interview was con- 
ducted by one of two staff members chosen 
and trained for this function. The inter- 
view was structured as a survey of past and 
present health, but as the interview pro- 





gressed the concept of health was extended 
to include adaptation to curricular and 
extracurricular aspects of college life. The 
student was given ample opportunity to 
expand on areas of concern or to bring 
forward questions concerning the health 
service or any other issue in college. The 
average interview lasted 35 minutes and 
the student was encouraged to return if he 
wished. During the interview students 
were systematically informed of the serv- 
ices of the Health Department, including 
the Mental Hygiene Clinic. 

The nurse interviewers encouraged con- 
sultation with the Mental Health Clinic 
if the student expressed any wish for such 
assistance or if the nurse felt that the in- 
terview revealed some impairment of ca- 
pacity for developing reasonably satisfac- 
tory involvement with the personal, social 
and academic aspects of collegiate life. 
Since it had been decided that no defini- 
tive criteria for referral should be set up, 
the essential screening device was the 
nurse’s judgment, coupled with the stu- 
dent's willingness to accept referral. The 
percentage of each group consulting the 
Mental Health Clinic in their freshman 
year—during the two years of this phase 
of the study—is expressed in the following 
table: 


TABLE 1 


Per cent of experimental groups con- 
sulting mental health division during 
freshman year 





1957-58 1958-59 





A. Interview only 13.8 15.8 
B. Interview and exam 6 16.8 


C. Physical exam only 7 4 





It appears from this table that there is 
a consistent tendency of students seen in 
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the nurse health interview to accept re- 
ferral to the Mental Health Service or to 
consult that service independently more 
frequently than those freshmen whose in- 
troduction to the Health Service was 
through the physical exam alone. I am 
at a loss to explain why this is not true 
for the first year’s sample of students seen 
in both the interview and the examination, 
since the interviews were conducted with- 
out knowledge that the student was in the 
B sample. Probably the nurse interviewers 
were less skillful in identifying and refer- 
ring students in the first year’s experience. 
About 40 per cent of the students seen in 
the nurse interview were referred directly 
by the nurse to the Mental Health Service; 
10 per cent had consulted the Mental 
Health Service before their interview; and 
the remaining 50 per cent consulted that 
service independently of, but subsequent 
to, the nurse health interview. From this 
it would appear that the tendency to con- 
sult the Mental Health Service by students 
who had undertaken the interview was 
equal or greater than among those who 
had had only a physical examination, even 

The appropriateness or usefulness of the 
nurses’ referral to the Mental Health Serv- 
ice is difficult to evaluate. For example, 
of the 13 cases referred directly by the 
nurse in the second year of the program, 
six were seen for a single interview only 
(as compared to 30 per cent of students 
who come fully self-referred); five of these 
were having difficulty settling down to 
studies and one suffered from incapacitat- 
ing migraine headaches. 

It is difficult to estimate what was gained 
from these consultations, although in the 
process took a second appointment, there 
was evidence of some clarification of rela- 
tionships and goals. In an additional two 

339 





cases students were seen in initial inter- 
views in similar circumstances, and the re- 
lationship was not continued until they 
spontaneously consulted the service some 
months later. Of the remaining five stu- 
dents in this group one proved to be 
acutely psychiatrically ill and hospitaliza- 
tion was arranged, while the other four 
continued for from two to ten treatment 
hours with a satisfactory resolution of the 
family and social problems they presented. 

As an example of a student referred by 
the nurse and seen only in an initial con- 
sultation, an eighteen-year-old freshman 
had told the nurse he had a good deal of 
difficulty in getting down to his studies. 
He had ranked very high in his class in 
preparatory school where his studies had 
been closely supervised and felt that he 
was “goofing off” at college. When he was 
seen a week after the referral was made 
he had decided “to bear down and do some 
studying” and only asked that he could 
reserve the right to return to discuss his 
difficulties if he found himself unable to 
keep this resolution. Another freshman, 
nineteen years of age, had complained 
even more vigorously that he was unable 
to concentrate and that his mind wandered 
when he sat down to study. In six psycho- 
therapeutic sessions following the initial 
_interview he succeeded in working out his 
passive rebellion when he became aware 
of his resentment towards his parents for 
what he regarded as their excessive ambi- 
tion for him and their tendency to direct 

To test the impression that students 
from the nurse interview group who con- 
sulted the Mental Health Clinic were less 
likely to require psychotherapy, the per- 
centage of students from each group who 
continued consultation beyond the initial 
interviews was calculated and the results 
are presented in Table 2. 
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TABLE 2 


Per cent of students consulting mental 
health division who were seen more 
than once 





1957-58 1958-59 





A. Interview only 61.5 71.4 
B. Interview and exam 83.8 77.8 
C, Physical exam only 85.7 100.0 





Although the numbers involved are small 
there was a consistent tendency for the 
nurse interviewed group to consult the 
Mental Health Service only once. This 
suggests that the nurse interview encour- 
ages consultation by a wider range of sub- 
jects than do processes of self-referral, 
physician-referral and referral by the com- 
munity and that fewer subjects referred by 
the nurse interview process make extended 
use of mental health treatment resources. 


THE NURSE INTERVIEW AND ATTI- 
TUDES TOWARDS MENTAL HEALTH 
CONSULTATION 

As part of the experimental study of the 
use of a nurse health interview, Davie 
studied student attitudes toward the use 
of health facilities in each of the experi- 
mental groups (4). The study was carried 
out by questionnaire at the end of each 
freshman year. Response rates from the 
experimental groups were virtually iden- 
tical, ranging from 81 to 83 per cent. There 
was no significant difference in opinion 
concerning the competency and efficiency 
of health service personnel, but those stu- 
dents who had received interviews were 
significantly more likely to feel that they 
had a clear idea of the services available to 
them, to have a more favorable over-all 
impression of the review personnel and to 
feel that the health review personnel were 
interested in them as individuals. They 





were also more likely to express a preference 
for consulting health service staff doctors 
rather than private physicians and to state 
that they were satisfied with their total 
dealings with the health department. 

It appeared that the nurse health inter- 
view produces somewhat more favorable 
attitudes toward the use of Health Depart- 
ment facilities than a routine physical ex- 
amination. These students were also asked 
whether they had an opinion concerning 
the use of the Mental Hygiene Division 
and about 70 per cent expressed such an 
opinion. (The remainder signified that 
they did not know or had no opinion.) The 
percentage of students who had opinions 
and ‘who stated that they definitely or 
probably would consult the Mental Health 
Division is expressed in Table 3. 


TABLE 3 


Per cent of respondents. who ex- 


pressed an opinion and who definitely 
or probably would consult Mental 
Health Division for a personal 
problem 





1957-58 1958-59 





A. Interview only 61 71 
B. Interview and exam 59 74 
C. Physical exam only 60 77 





The differences between the experimental 
groups in this respect are neither consist- 
ent nor significant. This suggests that the 
nurse health interview does not signifi- 
cantly affect the attitude toward mental 
health consultation nor the probable future 
use of the Mental Health Division as com- 
pared to the physical examination. These 
findings are particularly interesting in the 
light of the study by Watts and Davis on 
attitudes toward psychiatry in college. This 
study reported that only 30 per cent of 
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the students in an Eastern university were 
aware of the presence of a university psy- 
chiatrist, while 56 per cent-would hesitate 
to consult the psychiatrist. 


DISCUSSION 

It is obvious that the principle of early 
detection and treatment does not apply to 
the prevention of mental ill health in any 
simple or straightforward manner. Since 
the concept of mental ill health is func- 
tional and manifestations of such condi- 
tions are manifold, there are no clear-cut 
or absolute criteria for malfunction in this 
area which could provide the basis for mass 
screening devices. Despite strenuous and 
continuing efforts to develop screening in- 
struments for application to college student 
population, none have been devised as yet, 
and the complex nature of the condition 
makes it unlikely that any instrument 
capable of mechanical application will 
prove useful in this respect. 

The second problem involved in the 
detection and early treatment of instances 
of mental ill health is that.a sine qua non 
of effective treatment is the readiness of 
the subject to recognize and actively co- 
operate in the treatment process. This 
depends upon the subject's own perception 
of the situation and not upon external 
opinion. In the case of pulmonary tuber- 
culosis detected by chest X-ray it is possi- 
ble to institute effective treatment on the 
basis of criteria which lie outside of the 
subject’s normal perception. However, in 
instances of mental ill’ health the use of 
such criteria, even if they were available as 
a basis for referral, is demonstrably non- 
or antitherapeutic, particularly at an age 
period when the developing person is 
struggling for independence. 

Some form of interview procedure would 
seem to provide an instrument capable of 
meeting both of these difficulties. As a 
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screening device the interview can be suf- 
ficiently wide-ranging and flexible to make 
possible a general judgment concerning 
individual mental health. The nurse inter- 
view, for example, not only systematically 
covers the important areas of personal 
function in life of the college student but 
also makes use of such a general observa- 
tion as whether or not the subject appears 
despondent or confused, as well as provid- 
ing an opportunity to investigate the mean- 
ing of such findings—which may represent 
having a chronic condition or having at- 
tended an all-night party. The interview 
also provides an opportunity to explore the 
subject’s readiness to undertake corrective 
efforts if these should appear desirable and 
to encourage consideration of such meas- 
ures without forcing artificial compliance. 

Previous experience has shown that mass 
screening interviews conducted by a psy- 
chiatrist for the sole purpose of detecting 
instances of mental ill health have had 
limited usefulness in the college setting. A 
routine health review conducted by nurse 
interview, however, serves the mental health 
case finding function coincident with gen- 
eral health screening.‘ Preliminary evalua- 
tion of the nurse health interview as a 
mental health screening device for -enter- 
ing college students suggests that this may 
prove a useful instrument for the detection 
of mental ill health and the encouragement 
of early treatment. 





1 Evaluation of the nurse health interview as a 
substitute for routine physical examination in this 
experiment appears feasible “for the age group 
they have studied, when accompanied by laboratory 
screening tests, and when ready access to adequate 
medical consultation is available,” Hathaway, J. S., 
M. L. Brown, and J. W. Meigs, “The Role of the 
Nurse in the Preventive Services of a Student Health 
Clinic.” To be published. 
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The new generation 


“It’s just like going to any other hospital 
now. You get well, come home and pick 
up where you left off.” 

The speaker was a slender, soft-voiced 
woman who had been doing the dishes 
and was still wearing her apron when the 
interviewer arrived. Her home was a tiny 
box in a labyrinthine low-cost project of 
tiny boxes. The petunias and hydrangea 
bush on the pocket handkerchief-sized 
lawn, the polished door-knob, the stiff and 
snowy cottage curtains at the windows 
bespoke tender, loving care. The over- 
stuffed furniture crowding the living room 
was shabby—but comfortable; the two little 
girls—attentive but silent participants in 
the interview—were cozily curled up on 
the sofa. From time to time the older 
sat upright to nod vigorous agreement with 
something her mother said. (Later she 
proudly showed the visitor the pot holders 
she was making: “My mother showed me 
how; she learned how in the hospital.”) 


of ex-patients 


\ 
\ 


Mrs. Burns had been out of the state 
psychiatric hospital nearly a year, after 
one month as a patient in the admissions 
unit. It had been her third admission, so 
her cominent carries some authority: 21 
months in 1945-46; 16 months in 1955-56; 
one month in 1958. There is a reflection 
of progress in that record, and in 1959 
Mrs, Burns represented a new generation 
of ex-psychiatric hospital patients—those 
who go in sick, get treated, get better and 
go home without suffering any major break 
in the continuity of their lives. 





Dr. Kurland is director of medical research, Mary- 





The uncounted members of this new 
generation are, in general, very different 
from yesterday's stereotype of the ex-pa- 
tient. They have lived in attractive, mod- 
ern quarters, have worn their own clothes, 
kept in touch with their families and 
friends by exchange of mail and visits, en- 
joyed a variety and volume of social and 
recreational activities, received “total push” 
treatment from a multidisciplinary staff. 
One patient of an earlier and darker era 
distinguishes: them from patients in the 
continued care services as “the country 
club set.” 

At Mrs. Burns’ hospital, Spring Grove 
State Hospital in Baltimore, the average 
length of stay of patients had been re- 
duced between 1951 and 1959 by more 
than 50 per cent. Of every 100 admitted 
in 1959, 82 had left in less than a year, and 
those like Mrs. Burns, admitted with acute 
emotional disorders, had averaged only 
three months as inpatients(1). The ill- 
ness suffered by the new generation is no 
less damaging than that which afflicted 
their predecessors, but hospitalization and 
treatment for the illness have not com- 
pounded the damage with the social crip- 
pling observable on too many “back 
wards.” 

Soon after the turn of the century a 
man who had been a patient in a public 
psychiatric hospital determined to forge 
from his personal experience a tool to 
change the world of the mentally ill (2). 
Throughout the remainder of his lifetime 
he talked, he wrote, he organized. The 
national, state and local mental health as- 
sociations and all their far-reaching pro- 
grams are the burgeoning fruits of labor. 

Not every ex-patient is a Clifford Beers— 
or what a lobby the mentally ill would have 
to represent them in legislative halls—but 
’ Mrs. Burns and others who have left the 
hospitals in the past two or three years 
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are potential spokesmen and agents, in 
their own communities, for the goals of 
the mental health associations: expanded 
psychiatric research, improved treatment of 
the mentally ill, increased public interest 
and understanding. 

Since half a million men and women 
leave the country’s public psychiatric hos- 
pitals annually (3) the total community re- 
lations power of these new ex-patients, 
incalculable in any exact sense, staggers 
the imagination. It reaches every town 
and-hamlet across the nation. It reaches 
every racial, religious, political group. It 
climbs the socio-economic-cultural ladder 
from the lowest rung to the top, with most 
of its agents—as has been demonstrated by 
the New Haven Study (4) and others— 
massed near the bottom in association with 
those least susceptible to the professionally 
directed programs of the mental health 
associations. 

This total community relations power 
is transmitted by members of labor unions, 


_ fraternal organizations, trade’ associations, 


civic clubs, professional societies, by men 
and women on factory assembly lines, wait- 
ing on customers in department stores, sell- 
ing cars, typing bills and bank statements, 
tilling the soil—yes, and preaching the gos- 
pel, doctoring the sick, running for political 
office, staffing the vast communications in- 
dustry. Mental hospital patients, once the 


‘most isolated and ignored population in 


the country, have a direct line to the whole 
American public, a line Madison Avenue 
might well envy! 

Relatively few of these patients to date 
have participated in MHA activities. Even 
fewer, those more gifted than most, have 
told their stories in books and magazine 
articles. Another group, perhaps larger, 
may be too strange, too different to be 
heard with respectful attention. These 
probably do not remain consistently in the 





ranks of ex-patients. It can be assumed 
that a still larger group prefer to forget 
their hospital experience and to avoid 
identification with those they have left 
behind in the hospitals, although even these 
have relatives and close friends to whom 
they must communicate, by words or other- 
wise, something of their memories of hos- 
pital life, something of the impact of hos- 
pitalization for mental illness. 

But what of the vast majority of them— 
the millions? How do they feel about their 
experience with illness and hospitalization? 
What do they project about it over the 
back fence to the neighbor next door, or 
over a congenial cup of coffee or glass of 
beer? What about it seemed best or worst 
or most important? What do they advise 
the friend whose wife or son must enter 
such a hospital? What do they get across 
to the clergyman, the family physician, the 
social worker, which in turn colors the 
attitude and feeling he transmits to other 
patients-to-be? 

There are no answers to these questions. 
Follow-up studies of the ex-patient have 
been more concerned with him as the pas- 
sive sufferer of illness and receiver of treat- 
ment than as the active interpreter, citizen, 
voter; rather with what society has done or 
should do for him than with what he has 
done or can do for society. 

A follow-up study of former: patients of 
Spring Grove, a public psychiatric hospital 
serving the white population of nearly half 
of Maryland, provided an opportunity to 
ask some questions in the spirit of. those 
above and to elicit, in addition to the 
answers, spontaneous comments about the 
hospital. The questions were addressed 
to the individual in his own home after 
rapport had been established during’ a 
relatively comfortable discussion of his 
posthospital medical treatments (6). The 
findings appear to confirm: the hypothesis 
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of the investigators that MHAs have still - 
untapped resources of highly motivated 
manpower and womanpower from which 
to recruit active members. 


SELECTION OF THE SAMPLE 


Obviously the 45 individuals whose re- 
sponses are discussed in this report cannot 
be considered representative of ex-patients 
across the country or even across their own 
small state of Maryland. Their value as 
a sample of the total population is limited 
by their having been hospitalized in one 
particular hospital. It is limited also by 
the method of their selection: they had 
been among the first 100 patients on a 
comparative drug study on! Spring Grove’s 
admission service (MY-2152), having been 
referred to it because the admitting psy- 
chiatrists considered them good candidates 
for treatment with the phenothiazine medi- 
cations, as indicated by such target symp- 
toms as anxiety, agitation, hostile and 
destructive behavior, seclusiveness and the 
general appearance of active disturbance. 
They were in the middle years of life 
(between ages twenty-five and fifty-nine) 
and included no alcoholics, organics or 
patients committed by court order. 

The third factor limiting the repre- 
sentativeness of the sample is that of self- 
selection. The study was concerned with 
the medical histories of all the first 100 
patients on the project in the year follow- 
ing their separation from the project. Of 
this 100, 18 were in Spring Grove or some 
other psychiatric hospital at the end of 
the year; two had suicided; and six could 
not be located. An individually typed 
letter was mailed to each of the 74 known 
to be in the community, requesting an in- 
terview appointment with the research 
social worker. The letter was as warm and 
personal as possible, and enclosed with 


$45 





it was a self-addressed, stamped postcard 
which required only the time and place 
of the appointment and the signature of 
the respondent. 

To those who did not respond within two 
weeks, a second letter was mailed. This 
suggested that perhaps the individual 
“would rather forget” his experience as a 
patient, but it expressed the hope that he 
would be willing to discuss it in order 
to “provide clues to better services for 
sick people in the future.” 

To those who still did not respond but 
were listed in the telephone book, a tele- 
phone call was made, assuming that the 
failure to make an appointment implied 
not a negative response but simple, quite 
human procrastination, as indeed it did 
in most cases. 

Of the 74, 13 men and 32 women agreed 
to interviews—half the total number of 
men and two-thirds of the women. Three 
refused by mail (in every case the content 
of the communication was undeniably 
psychotic); four refused by phone (with 
slight variations on the theme of, “I'd just 
rather not talk about it”); and 22, who had 
no phones listed in their names, simply 
failed to respond. 

The sample then is composed of the 45 
men and women willing to be interviewed, 
out of a total of 74. All of them had been 
patients of a particular kind and of a par- 
ticular state psychiatric hospital. That 
they represent a population much larger 
than their number is apparent but exactly 
how large or what fraction of the new 
generation of ex-patients cannot be esti- 
mated. 


THE RESPONDENTS 


The homes of these 45 men and women 
were scattered throughout Baltimore and 
up and down the mixed rural-urban coun- 
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ties stretching between the city and the 
District of Columbia. In the terms of 
Dr. Hollingshead’s “Two-Factor Index of 
Social Position” (5), five of the 45 are in 
Class II and six in Class II (the white- 
collar classes); 22 in Class IV and 12 in 
Class V (the blue-collar classes). 

During their most recent hospitalization, 
the first of its kind for 23 of them, they 
had stayed for periods ranging from 9 
days to 11 months. The mean period in 
the hospital had been three and one-third 
months and the median, two months. 

Seventeen of them had entered and left 
from the admissions building, a modern 
therapeutic community. Fourteen others 
had spent additional time in other new 
buildings in the active treatment unit and/ 
or the convalescent cottages. Three had 
had brief stays in the infirmary for physi- 
cal ailments. Only 11, fewer than one- 
quarter, had had any experience in the 
continued care services, and then only for 
brief periods, 

All but six of them had been diagnosed 
as psychotic; 36 as schizophrenics. 

When interviewed they had been out of 
the hospital for periods ranging from three 
to 17 months, for a mean period of 10 
and a median of 11 months. 

Twenty were receiving no treatment for 
their psychiatric disorders at the time they 
were interviewed. Twenty-two were on 
psychiatric medication; two were getting 
supportive therapy without medication; 
and one was in psychotherapy, also with- 
out medication. The medical resources of 
those in treatment were for nine, their 
family physicians; for nine others, Spring 
Grove's outpatient clinic, and for six, psy- 
chiatrists in private practice. One had no 


medical resource and was getting her tran- 


quilizer, prescribed by the hospital physi- 
cian who had sent her out on convalescent 
leave, from a pharmacist friend. 





Twenty-two of the women were house- 
wives. Of the 13 men and 10 working 
women, four were unemployed. Accord- 
ing to their own appraisals, 20 of the 45 
considered themselves neither better nor 
worse off vocationally than in their pre- 
hospital days. Nine considered themselves 
better off—eight with better jobs—and 
one housewife was going to a secretarial 
school, something she had longed to do 
for many years. Ten were worse off— 
either in poorer jobs or unemployed—or, 
in four cases, they were housewives who had 
previously been self-supporting (a gradu- 
ate nurse, a teacher and two secretaries) 
and were dissatisfied with confinement to 
home and family. 

The interviewer found seven of the re- 
spondents confused and more or less ir- 
rational. The other 38 displayed no overt 
signs of present or past psychiatric dis- 
orders. 


What follows is an analysis of the re- 
sponses of all 45 to three survey-type ques- 
tions and of the spontaneous comments 
that accompanied the responses. 


What difference did your hospitaliza- 
tion make in your life and the 
lives of your family? 


Change for the worse 


In answer to the first question, eight 
claimed that hospitalization had had a 
negative effect on their lives. Four of 
these commented, but with no- corrobo- 
rating evidence, on the “stigma” aspect. 
One said, for example, “I feel marked by 
the experience—as though everyone knows 
about it.” 

A man and a woman described the nega- 
tive results of their hospitalizations in con- 
crete terms. The woman, mother of three 
small children, said sadly, “The children 
have never recovered from the shock of 
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seeing the police take me away, They're 
always afraid I may go away again. I take 
them with me to the store and to church 
ind try’ never: 40 Jeavé-she heuse-without 
them unless absolutely necessary.” 

The man’s story was even sadder.’ He 
had lost his job because his employer re- 
fused to take back an ex-patient. Although 
he had not remained unemployed for long, 
the new job he had found was lower on 
the economic scale and he had lost the 
house he was buying. He resented the 
humiliation to which he had been exposed 
as a result of his hospital stay, but he re- 
sented ever more the price paid by his 
four teen-age children, whose social and 
school lives had suffered from the move to 
a humbler neighborhood. He felt he was 
justified in having “an inferiority complex” 
about his hospital history. 


\ 


No great difference 


Eighteen, including Mrs. Burns, claimed 
that their hospital experiences had made 
no great difference in their lives. Three 
women, later in the interviews, qualified 
their answers: “I’m more relaxed now and 
can let things slide a little;” “My nerves are 
better; I always used to bottle up my prob- 
lems, but I don’t any more;” and, “A 
nervous breakdown leaves scars that affect 
both the patient and her family, but that’s 
the breakdown itself and not particularly 
the hospitalization part.” 


Change for the better 


Nineteen, 11 women and 8 men, reported 
a change for the better in their lives and 
gave concrete examples of their gains: they 
were more optimistic, less irritable, etc. 

One little foreign-born housewife living 
in a rural shack with no modern con- 
veniences burst out gleefully in answer 
to this first question: “Hospital change me 
plenty. When my husband he do things, 





I let her go. Now I quiet. My husband 
no more bawl me out.” She remembered 
the hospital gratefully and asked about 
many patients and personnel she had 
known and liked there. ~ 

Three women mentioned relief from 
tension in their homes since they had left 
the hospital, Three others introduced a 
possibly ominous note in their positive 
reports: they had learned “to stand up to” 
their husbands! 


If a friend of yours needed to enter Spring 
Grove and asked your advice, 
how would you advise him? 


Two patients were not asked the second 
question, and seven left it unanswered, 
either because they could not think of the 
advice they would give, or they would not 
give any. One cautioned that “advice is 
dangerous.” 


“By all means, go” 


The advice reported by 17 can be sum- 
marized quite simply, “By all means, go;”— 
four used these very words. 

The woman whose children had been 
shocked by the police coming for her said 
she would advise, “If you need to go, go. 
It’s a very good hospital. If I hadn’t 
a-went, what would of become of me?” 


“Seek consultation” 


Nine would advise seeking consultation 
—five, with a doctor; two, with a psychia- 
trist; one, with a clergyman or a doctor; 
one, with “someone you love and trust 
very much.” This last one added, “Don’t 
try to make your own decisions.” Two of 
these expressed the hope that professional 
help might prevent the need for hospitaliza- 
tion. Said one, “The hospital does not 
provide the incentive to get well that liv- 
ing home does.” 

One farmer referred to a higher author- 
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ity: “Trust in God Almighty. Faith will 
carry you through.” 

Two of these respondents wished they 
had had some advice. “Admission is very 
frightening,” according to one. And the 
other said, “Preparation is necessary. If 
only someone had talked to me I might 
have gone to the hospital voluntarily.” 

Two men and a woman reported that 
they had already experienced advising 
friends about the hospital. The woman’s 
family doctor had called to ask that she 
talk with a patient for whom he was rec- 
ommending hospitalization. All three 
were positive and constructive in their atti- 


.tudes toward prospective patients. 


Orientation to hospital life 

Ten would prepare the prospective pa- 
tient for what he might expect in the 
hospital. Prospects mentioned more than 
once included: the locked doors, mentioned 
by five respondents; the need to co-operate 
with personnel, mentioned by four. The 
following were mentioned by one each: 
association with sicker patients, association 
with socially inferior patients and the lack 
of privacy. A schoolteacher would advise, 
“Take books or something else to occupy 
your time.” 


Only sour note 


Only one woman implied that she would 
discourage her friend from entering Spring 
Grove: “If you can go to an open ward, it’s 
not too bad; if you have to go to a locked 
ward, I just wouldn’t go.” 


If you were running Spring Grove, how 
would you change or add to the program to 
make it more helpful to people while. they 
are patients there and after they leave? 


One man was not asked this question 
and six women had no suggestions to offer. 
The remaining 38 men and women found 





it a challenging subject and most responded 
in some. detail, offering positive comments 
on the current hospital program along with 
their ideas of how it might be improved. 

For the purposes of this report the sug- 
gestions have been grouped in five general 
categories: activities program, food, physi- 
cal plant, personnel and program (aside 
from activities program). In each cate- 
gory an attempt has been made to counter- 
point ‘the unsolicited positive comments 
with the solicited suggestions for improve- 
ment. 


Activities program 

More patients were concerned with the 
hospital’s activities program—recreation, 
athletics, exercise, sports, social events, in- 
dustrial assignments—than with any other 
single phase of hospital life. Sixteen made 
suggestions in this category. Nine sug- 
gested more activities across the board. 
Four. suggested more time out-of-doors. 
Three commented that idleness was bad. 
Occupational therapy, library service and 
chaplaincy service each had two advocates 
of ‘expansion. 

Fourteen patients volunteered favorable 
comments on this same program. T'wo of 
these attributed their recovery to their in- 
dustrial assignments: “The assignment to 
farm work helped me to get better,” said 
a farmer; and a mature housewife with a 
record of volunteer service in her own com- 
munity said the same of her assignment as 
a nurse’s aide in the infirmary. 

The records are studded with such re- 
marks as, “The activities and social life 
were wonderful;” “The best thing was that 
the hospital keeps the patients busy;” “Rec- 
reation was going on all the time, maybe 
even too much.” One young woman said, 
“There was plenty of entertainment. It 
was really more like a college than.a hos- 
pital.” 
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Occupational therapy, a major service 
in the admissions building, came in for 
special praise. “O. 'T. was the biggest help 
down there,” said an experienced secre- 
tary, and she added, “I’m the kind that 
can’t even darn a sock and I sure was 
pleased with myself at making a pot 
holder.” 

A young mother told how the crafts she 
had learned in O. T. helped her over the 
critical period of a penniless Christmas: “I 
helped my husband and son make all our 
own gifts and decorations.” 

A mature businesswoman, the supervisor 
of a large office, showed the interviewer the 
pictures she had painted since leaving the 
hospital: “I took up painting in O. T., and 
have kept it up as a hobby.” 


Food 


The hospital food was the subject of 
suggestions by 13 patients and of positive 
comments by 11 others, This provided ad- 
ditional evidence that even in a public 
psychiatric hospital, one man’s meat is 
another man’s poison! = - 

Ten recommended that the quality of 
the food generally be improved. Quite 
extreme opinions were expressed: ‘The 
food was terrible;” “I almost starved—kept 
alive on chocolate bars and cokes;” and, 
“Poor grade food, improperly seasoned, ag- 
gravates the condition of the mentally sick.” 

On the other hand, among the “positive” 
11, the word “fine” was applied to the food 
by four and others used “very good,” “good 
and well-cooked,” and “delicious.” One 
farmer called it “right good grub,” and a 
woman who had transferred to Spring 
Grove from an expensive private hospital 
said the food here was “better and better 
served” than she had become accustomed to. 


Physical plant 


Twelve patients had suggestions regard- 
ing the hospital’s physical plant, four call- 
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ing for expansion “so that patients would 
have more room,” and five for such im- 
provements as the addition of doors on 
the toilets, more lavatories and washrooms, 
and “brightening the surroundings, which 
are clean but rather drab.” 

Individual suggestions ranged from elim- 
inating the roaches in one of the continued 
care buildings, to air-conditioning the ad- 
missions service cafeteria. 


Personnel 


Only ten patients made suggestions con- 
cerning staff, although 25 volunteered posi- 
tive comments about personnel in general. 

Seven called for more staff; one calling 
this “the fundamental need. The patient 
needs someone to talk to—an aide or any- 
one.” One called for more nurses, another 
for more doctors, and a third, an intellec- 
tual young man, for more psychoanalysts, 
“because they understand neurotics better.” 

Kindness was the staff quality most fre- 
quently remembered—by six patients. 
Other adjectives used were “considerate,” 
“good,” “fine,” “wonderful.” One thought 
that staff “do as well as they can;” and an- 
other, with rosier glasses on her memory, 
said, “Spring Grove is very well-run. It 
is clean and pleasant and in capable hands.” 

Two mentioned that they had had ade- 
quate staff attention and service and one 
said that she had seen her doctor three or 
four times a week. 

Physicians were referred to as “fine,” 
“lovely,” “wonderful,” “most helpful,” and 
“brilliant;” but the most glowing comments 
were reserved for nursing service: “lovely,” 
“very good,” “just wonderful;” “so kind, 
courteous and helpful;” “so good and neat 
and clean.” One timid girl remembered 
the nurse who had won Her confidence as 
“an angel, kind but firm.” 

The one who commented especially on 
the help she had had from the “social 
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welfare worker” was a woman whose hus- 
band was a helpless invalid and whose son 
was placed in a foster home by the welfare 
department when she came to the hospital. 
The hospital social worker had arranged 
for her to keep in touch with her little 
boy by exchanging letters and visits. 

In all 45 interviews only three negative 
comments were made about personnel, a 
rather remarkable record when it is realized 
that the admissions staff are responsible for 
130 new patients each month and work 
under unremitting pressure. One criticism 
was mild; the office supervisor, accustomed 
for many years to bossing her own baliwick, 
considered the ward personnel “a little 
flip.” 

Another was made by the man who had 
had, of all the group, the worst experience 
in the continued care service. He said 
that “the lower echelons” were “not of de- 
sirable caliber,” and he added that he had 
observed in some attendants symptoms he 
would expect to find only among patients. 

The third was the timid girl to whom 
one nurse was “an angel.” She had had 
the misfortune of entering the hospital 
over a holiday week end when staff was at 
a minimum level and she had painful mem- 
ories of her reception on the locked ward: 
“Nobody explained anything to me. And 
when I told the nurse I just had to see my 
husband again, she got mad and told a 
male attendant to put me in an isolation 
room. I was so scared in there I’m sure 
I got sicker. I felt like a helpless animal 


in a cage.” 


Program—other than activities 


Among the program recommendations 
made by these former patients, the one that 
recurred most frequently referred to more 
segregation of patients by age or degree 
of illness—this mentioned by eight re- 
spondents. Three had been appalled by 





the housing of children with adult patients 
and called for special children’s quarters, 
a demand with which hospital staff fer- 
vently agree. The others felt that the 
soilers and other very disturbed patients 
should be in separate quarters. They com- 
plained of the violence and of the obscene 
language to which they had been exposed 
and of the noise which kept them awake 
at night. One said the very sick patients 
had frightened her because she was so fear- 
ful of becoming like them. 

Five patients suggested more help for 
the families of patients, closer contact 
between them and the hospital staff, more 
time devoted to their orientation. One 
man whose family had been frightened by 
his condition when they visited the day 
of his first electroshock treatment felt that 
they should have been warned and advised 
that his amnesic state was only temporary. 

Five patients suggested improved serv- 
ices to patients before and after hospitali- 
zation: “Tell patients when they’re going,” 
said one; “Hospitalization was just sprung 
on me.” Another believed there should be 
“some place for patients to go instead of 
jail.” Others called for expansion of the 
outpatient clinic so that it would be “avail- 
able at all times to all former patients,” 
and for abolition of the word “parole” 

- because “it interferes with getting jobs.” 

Only four suggested opening the hos- 

_ pital doors which still remain locked. One 
specified the doors of the senile wards, and 
another added a reservation—“except for 
the few patients who need locked wards.” 

Three respondents wanted better orienta- 

tion of new patients to procedures and pro- 
grams. One of them suggested the equiva- 
lent of a “Big Brother” or “Big Sister” proj- 
ect, with each newcomer assigned to an 
experienced patient. 

Most suggestions made by single respond- 
ents referred to the actual living conditions 
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on the wards: let patients keep their glasses, 
toothpaste, cosmetics; provide proper im- 
plements for meals on the closed wards; 
provide daily showers; let patients mark 
and wear their own clothes; provide a 
better supply of towels and bed linen; give 
patients more time for meals in the cafe- 
teria and reduce the time they must stand 
in line waiting to get in. 

Two suggestions are clearly personal: 

One business man, accustomed to think- 
ing in terms of taxes and the rising cost 
of. government, said bluntly, “Run it less 
like a charity hotel and more like a hos- 
pital.” : 

A woman who escaped her household 
duties by spending some time each day 
on creative writing said, “Allow more time 
for solitude. They don’t allow patients 
any time to themselves. I was afraid of 
being labeled antisocial because I wanted 
to be alone occasionally.” 

Positive comments in this general cate- 
gory of “program” include some already 
reported. Others not yet noted include 
two positive references to the new medi- 
cations; one to group therapy; one to the 
outpatient clinic; and one to E. C. T. 
(“worthwhile, but a most horrible thing”). 
One man had found the most helpful fea- 
ture of his treatment the group meetings 
held on his ward without professional per- 
sonnel. 


Other patients 


In addition to the man who found dis- 
cussion with other patients most helpful, 
nine other respondents referred positively 
to their peer associates in the hospital. 

“I met wonderful people among the other 
patients and made many friends, Patients 
stick together and help each other more 
than you might think—like they're sisters 
under the skin. They realize they're all in 
this together.” 
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“I learned a lot from meeting such lovely 
people in Spring Grove and finding out 
how they got sick.” 

Two of these nine gave other patients 
credit for their own recovery. A farmer 
who had been assigned to kitchen duty 
while still quite confused was eternally 
grateful to the “old-timer” who had gently 
and sympathetically guided him through 
the simple routine. A woman had emerged 
from her psychosis for the first time in 
relation to another patient, “so good and 
kind,” who talked to her and quoted the 
Bible. 


Miscellaneous comments 


Two women, one a school teacher and 
the other the civic leader referred to above, 
expressed the hope shat they could interest 
their churches in volunteer services to the 
hospital, Said the latter, “I don’t like to 
think about the hospital and don’t even 
feel like visiting it, but the best way to 
forget our own troubles is to help some- 
one else.” 

A professional housekeeper wondered 
why people both in and out of the hospital 
seemed to think there was something shame- 
ful about being a patient there. “When I 
left, my nurse’s last words to me were to 
forget all about it. I can’t forget; I don’t 
even want to; and I don’t know why she 
said that.” 

Another who had had previous experi- 
ences in two excellent private psychiatric 
hospitals felt that Spring Grove had done 

_ her more good than either. “A psychiatric 
- hospital can be too comfortable,” she said. 
“The more comfortable it is, the more dif_i- 
cult it is to leave.” 


The “asylum” factor 


Six patients—four women and two men— 
spontaneously referred to the relief they 
had felt on admission to the hospital, after 
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the strain they had suffered during the 
period leading to that critical step. As 
one of them said, “I felt so relieved when 
I came in. Just getting away from home 
helped. That night I slept for the first 
time in two weeks.” The tax-conscious 
businessman called his hospital experience, 
“the only decent rest in 13 years.” 


Concern for others 


Concern for others was implicit in many 
of the respondents’ comments and answers 
but was explicitly expressed by 10 in answer _ 
to the third question. Each of these 10, 
should he become Spring Grove’s super- 
intendent, would be interested in one or 
more reforms for groups he had observed 
at the hospital, but of which he had not 
been a member—the children, the con- 
tinued care patients, the physically ill in 
the infirmary, the relatives of patients, the 
opposite sex. 


DISCUSSION 


For hospital personnel, perhaps the most 
important finding in this modest little 
study is that—at least for these 45 former 
patients—hospital milieu concerned them 
more than direct psychotherapy; their 
treatment as human beings concerned them 
more than their treatment as patients. Al- 
though other patients, occupational ther- 
apy, industrial therapy, and the tranquil- 
izers were each given credit for their re- 
covery by one or more patients, none gave 
such special credit to classical psychiatric 
treatment. Doctors and other professional 
staff were “kind,” even “wise,” but no one 
mentioned therapeutic skill as a memorable 
quality. One patient thought more doctors 
were needed and another called for psycho- 
analysts on the staff, but 13 thought the 
food should be improved, and 16 wanted 
to expand the activities program. 





Another finding has implications for 
mental health association professional and 
voluntary leadership: 38 of these 45 men 
and women (more than half of the original 
sample of 74) seemed to the interviewer 
capable, in varying degrees, of using their 
experiences with mental illness and _ hos- 
pitalization positively and constructively. 
As members of organized groups equipped 
with effective tools for public education 
and social action, it is believed that they 
could make a contribution to Clifford 
Beers’ (and the MHAs’) mission of chang- 
ing the world of the mentally ill. How 
many thousands or hundreds of thousands 
of others like them there may be no one 
knows, but the mental health association 
which needs informed and active volun- 
teers can find some of them in every neigh- 
borhood within its jurisdiction. 

The process of their recruitment should 
not be too difficult and might be worth 
trying. The state MHA might reach them 
at the hospital through patient publica- 
tions and bulletin boards, at the point of 
leaving the hospital with letters distributed 
by personnel—letters welcoming them 
home and inviting them to join the MHA— 
and in the community through all the 
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routine channels of communication—news- 
papers, house organs, radios, and, always 
most effective, word of mouth. 

The fight against mental illness still 
lacks many of the scientific weapons avail- 
able for fighting tuberculosis and other 
physical illnesses. But if the hypothesis 
of the present investigators proves correct, 
it need never lack manpower! . 
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WARREN T. VAUGHAN, Jr., M.D. 


Children in crisis 


INTRODUCTION 


As I discuss children in crisis in our cities 
today, I want to develop the idea that the 
crisis we see is not of their making. I 
believe we do have a crisis and that the 
difficulties of children provide a measure 
of the size of the crisis, but the crisis is a 
social and cultural one and has two aspects 
I want to discuss. The first involves changes 
in our social structure and the second in- 
volves the question of values. This crisis 
is made more serious because the public, 
as well as our leaders and opinion molders, 
have failed to appreciate the magnitude of 
the social changes taking place in our so- 
ciety today and the significance of these 
to the needs of children. Secondly, they 
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seem unable to decide that the health and 
welfare of growing children is of more than 
casual, passing interest and concern. 


THE FAMILY CRISIS 


_ The social aspect of the crisis has to do 


with the family in transition. We are in 
the midst of changes in patterns of family 
living with the disappearance of the self- 
reliant, cohesive family of the past, derived 
as it was from a homestead society and econ- 
omy. Our families of today are not bound 
together by economic needs, with each fam- 
ily member, including children, having as- 
signed tasks and responsibilities which con- 
tribute to the economic well-being of the 
family as a whole. Rather, today's families 
are responding to the demands of extra- 
familial roles in job, neighborhood and 
community activities, with roles related to 
the family enterprise itself quite secondary. 

The executive wife in our managerial 
subculture, the bowling league wife, the 





Little League mother, the den mother, and 
mothers who work for the PTA, the League 
of Women Voters, the church supper, all 
carefully schedule their extrafamilial ac- 
tivities on a calendar in the kitchen. In 
the past such carefully scheduled activities 
were weekly chores to be performed and 
various activities determined by the seasons 
of the year, Today the family is “outer- 
directed” rather than “inner-directed.” 
Today we also note the remarkable mobil- 
ity of our families and especially of their 
individual members. The family no longer 
provides a stable, secure social and emo- 
tional home base from which members 
can move out into life. 

Now you must note that I have some- 
how shifted from city to suburban families. 
I have done this because the center of 
gravity of family life has moved to the 
suburbs. And this is one of the probleins 
for cities. I cannot dwell on the economic 
problems this raises, the problems of financ- 


ing, of urban decay, of various ethnic and 
subculture strivings in groups of our citi- 
zens who are moving in where others are 


moving out. These are important and 
relevant to our topic of mental health, par- 
ticularly when we consider that there are 
cultural and social class differences in pat- 
terns of family living, in educational back- 
ground, in distribution and amount of 
social pathology and mental ill health. 
However, the real problem, I believe, 
among our city families is not that these 
ethnic and cultural differences exist, but 
rather how those of us in mental health 
can devise ways of bringing support and 
aid when needed to family units of what- 
ever ethnic or cultural background. Sup- 
port and aid should be directed not only 
to growing children who need emotional, 
material and spiritual help but also to those 
parents who need help in fulfilling their 
roles as parents. 
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In existence today are many community 
institutions which sometimes take over fam- 
ily functions and parent roles in a subtle 
way. There is a hazard here. I believe 
that they. all should really be striving to 
support or buttress the family and only 
when clearly necessary in special instances 
should they in any way take over family 
functions. Some of these institutions are 
the schools, churches, health and welfare 
agencies, the police and child protective 
agencies, psychiatric clinics and other men- 
tal health services. There is a critical need 
for these agencies to develop services which 
can apply the vast knowledge now available 
about child growth and development and 
the needs of parents and children. They 
should be able to work together to aid 
families to provide what is absolutely best 
for their growing children. In the absence 
of the ability of a family itself to come. 
through with what is best, there should ex- 
ist in our society devices to enable society 
to provide suitable alternatives for each 
child. 

The many agencies and institutions in 
our cities are not strong enough to make 
up the lacks in such things as security, love 
experiences, direction, discipline and con- 
trol and identification models. Children, 
who comprise our future adult society, 
live in the midst of a paradoxical situa- 
tion—a life with material comforts and 
perquisites never before known to man, but 
a life with a dearth of meanings, of direc- 
tion, of clear and definite purpose. 


THE CRISIS IN VALUES 


This brings me to the second aspect of our 
crisis, the crisis which is affecting the mental 
health of children about us every minute 
of the day. This is the crisis in values 
which exists today and which we can hardly 
recognize because we are such a part of it. 
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We have thrown away many traditional 
values, probably because they were so in- 
timately related to the highly stratified 
society of our past. Ascribed roles and 
functions and the absolutism of certain 
virtues, have served often in the past to 
justify the continuance of the stratified so- 
ciety. As such, the “Divine right of kings,” 
the notions that parents and employers and 
the gentry were inherently right—and by 
definition virtuous and to be followed and 
emulated—had a place in maintaining the 
stratified society. These ideas have gone 
with our rush toward a bright new world 
for all our citizens. As many find them- 
selves with new status and new material 
comforts, however, they are having dif_- 
culty in placing the family and children in 
the center of their scheme of things. This, 
I believe, applies not only to individuals 
but to our society in general, as the public 
and the important power people in our 
communities are assigning a low priority 
to the needs of children and the needs of 
those who devote their talents and inter- 
ests to work with children. 

One hundred years ago our forefathers 
valued the schoolteacher and accorded him 
more status than we do today. When we 
think of the old-time teacher we think of 
the virtues he instilled, the learning he 
drilled into his pupils by the old rote meth- 
ods and the discipline he obtained by the 
seat in the corner, the ruler across the 
knuckles and the strap applied to the rear. 
We often say that we should go back to 
these days and forget all the marvelous 
advances in education which our children 
enjoy today and also forget the fact that 
the troubles of disturbed children of today 
are not those of children 100 years ago. 

The disturbed children of today bring 
their troubles to school with them, troubles 
stemming usually from family disturbances. 
A return to the old-fashioned methods 
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simply will not work. The secure home 
and the mutual agreement between school 
and home on a set of values which may 
have existed 100 years ago—both needed 
to make the old-fashioned approach work— 
simply do not exist today. I suspect that 
the old system, so oversimplified, has been 
gradually abandoned over the years be- 
cause it did not work and not because of 
any subversive influence of John Dewey 
and progressive education. 

I do not believe that the public—you, 
me and our neighbors—have been placing 
enough importance on the needs of our 
children and of the people working with 
them. Let me offer an example: The San 
Francisco Health Department has a Mental 
Hygiene Division. This is a very small 
operation in comparison to the magnitude 
of the needs of children in trouble. The 
division staff workers can give only limited 
service to certain children. They examine 
children who may be mentally retarded 
and in need of hospitalization. They pro- 
vide some psychological evaluation for the 
public schools. They see some children for 
the Maternal and Child Health clinics. 
They see many needs and, for instance, 
would like to expand their emergency serv- 
ices and to develop psychiatric programs 
for pregnant unwed teenage girls—a great 
need. 

But this is what they stated to be their 
current need in a recent health department 
annual report: “. . . office space for the 
new workers and dictating and transcribing 
equipment so that the time of the profes- 
sionally trained people need not be de- 
voted to writing up cases in longhand.” 
Imagine longhand today with all our mod- 
ern timesaving office equipment! Does the 
community and its leaders view the work 
of this division important enough to en- 
able it to work efficiently? What value 
does it place on the troubled children them- 





selves, the deviants, the failures, the socially 
ostracized, those children with whom the 
clinicians. are working every day? I am 
afraid very little, and this is a very impor- 
tant aspect of the crisis which children face 
today in our large cities. Individual peo- 
ple—clinicians, teachers, volunteers and 
others—do place value on some of the chil- 
dren in trouble and devote many hours of 
interest to help them, but our society in 
general is, for the most part, concerned 
with other things. 


CHILDREN IN TROUBLE 


When we view the mental health problem 
as a public health one, we first want to 
know the extent of the problem. Repeated 
studies and the experience of mental health 
professionals indicate that some 10 per cent 
of our child population is in need of direct 
professional intervention because of mental 


or emotional illness or maladjustment. An- 
other 10 per cent or more are in need of 
special understanding and programming 
in school, neighborhood and at home be- 
cause of inability to function as well as 
they should. Some urban mental health 
studies indicate that as high as 80 per cent 
of the population is blocked in optimum 
functioning because of emotional or mental 
problems. We can only conclude that men- 
tal health problems are endemic and wide- 
spread. I cannot go into details here, but 
will give a few examples. 

For instance, in San Francisco there are 
almost 15,000 children receiving Aid to 
Needy Children benefits. Each of these 
represents a potential mental health prob- 
lem. As many as one in five San Francisco 
children lacks one or more parent, usually 
the father. In 1957-58 there were some 
3,500 petitions for divorce, contrasted with 
6,500 applications for marriage licenses. 
And in the same year there were well over 
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1,000 children born out of wedlock in San 
Francisco. All of these children comprise 
populations at risk and as such they should 
have access to special services of a preventive 
nature, 

Other examples of children in trouble 
are those with handicaps. It has been esti- 
mated that there are some 24,000 persons 
in San. Francisco suffering from mental 
retardation. At least 5,000 of these are 
school children in need of special educa- 
tion, and San Francisco now has fewer 
than 2,000 children in special education 
programs. There are hundreds of children 
with psychoses and other grave mental ill- 
nesses in San Francisco and almost no resi- 
dential treatment or day hospital programs 
for them. 

There are thousands of children with 
serious behavior disorders which are lead- 
ing to antisocial activities and juvenile 
delinquency. There are thousands more 
with neurotic difficulties manifesting them- 
selves in school phobias, learning difficul- 
ties, reading disturbances, speech disorders, 
psychosomatic disturbances and other states 
of maladjustment. All of these troubles, 
if left unattended, will prevent these chil- 
dren from achieving a happy and useful 
adult life. 


A PUBLIC HEALTH APPROACH 


It seems obvious that a piecemeal approach 
to these problems will not work. It is im- 
possible to think simply of developing more 
clinics with treatment programs on a one-to- 
one basis. There will never be enough 
therapists. A public health approach, how- 
ever, can provide a rationale for action and 
this can be developed in San Francisco un- 
der the new Short-Doyle program. 

I want to make several statements and 
observations about the public health ap- 
proach. The first is that it must from the 
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outset involve the total population, par- 
ticularly those key people who are in a 
position to influence public opinion and 
decision making. 

The second is that preventive and treat- 
ment programs must be developed on a 
teamwork basis, involving all the many 
people who can and do influence families 
and the lives of individual family members. 
Mental health professionals are developing 
consultation techniques and other functions 
which are bringing them out of the isola- 
tion of the clinic consulting room and into 
the community. Learning to use their 
skills and knowledge will take time, as it 
will take time for them to fully develop 
the new community-oriented public health 
approach. 

Finally, no new program should be de- 
veloped which does not incorporate re- 
search at the outset. Mental health re- 


search is time-consuming, highly technical 


and expensive. But it alone will pay off 
with dividends for the entire community 
in the long run as it points out new ways 
to identify various populations at risk and 
new ways to approach these to prevent and 
treat mental and emotional disturbances. 

The public health approach envisions 
not only programs designed to promote the 
mental health of all and to prevent specific 
illnesses, but also programs of early diag- 
nosis and prompt treatment and rehabili- 
tation programs to aid those with chronic 
handicapping conditions. ‘ 

New directions in psychiatric care itself 
emphasize the following: individualization 
of care, so needed in our long-neglected and 
outmoded mental hospitals; continuity of 
care, recognizing the patient’s need. for a 
continued relationship with helping peo- 
ple, and with easy access when in need 
(this has been called the “swinging door 
principle”); a minimum of barriers to psy- 
chiatric care, with help available when need 
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is felt; earlier use of psychiatric services, 
instead of “too little, too late;" moving the 
helping process into the community and 
into the everyday life of the patient. 

These emerging principles can serve as 
guides for the new programs in San Fran- 
cisco. They are now being translated into 
new programs in many places throughout 
the country. Let me mention a few of - 
these: mental health screening programs 
for school children; emergency clinic pro- 
grams for school phobias; use of college 
students as volunteer case-aides in child 
guidance clinics; mental health consulta- 
tion services to schools, health and welfare 
agencies; psychiatric treatment programs in 
juvenile courts; group therapy for pre- 
delinquent and delinquent children in | 
school and clinic settings; family unit diag- 
nostic and treatment programs; day hos- 
pitals for mentally ill children; nursery 
training centers for preschool retarded chil- 
dren; therapy-oriented group recreation and 
community living programs for deprived 
and delinquent children; and many other 
programs in special education, health edu- 
cation, family life, neighborhood life and 
in industry which have relevance to the 
mental health of families and children. 

Some of these programs have been tried 
in San Francisco. Some are going:on now. 
But none, I am sure, have the strength, 
the community involvement and backing 
needed to make them maximally effective. 
Some have failed and the blame for failure 
is seldom attributed to a lack of support 
by the public. The new mental health 
program, however, provides a clear oppor- 
tunity to build community support on a 
broad base. 

‘At the outset we must squarely face the 
two dilemmas of the crisis: first, the reality 
of our rapidly changing society, with the 
family caught in the middle, and secondly, 
the question of what value we are going to 





place on our growing children and their 
needs, children who are in competition with 
the many other demands and preoccupa- 
tions of the adult world. 

The mental health association is in a 
unique position to make a frontal assault 
on these two problems. It provides the 
basic organization for community study 
groups, public education and orientation, 
interpretation of needs to the legislature 
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and other official groups. It has leader- 
ship and participation from all areas of 
community life. The mental health as- 
sociation and all of its members are essen- 
tial partners of the community mental 
health program. The success of the as- 
sociation in preparing fertile ground will 
be measured in the years to come by the 
vigor and solidity of yet-to-be-born pro- 
grams of prevention, care and treatment. 
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In a previous study by Morris and Jen- 
sen. (2) it was shown that a preference test 
could, within limits, predict group and 
individual recreation participation in the 
mental hospital setting. The willingness 
and/or ability to take the test was associ- 
ated with relatively less disorganization of 
thought and a favorable prognosis. Those 
male and female patients who expressed 
higher preferences for active or vigorous 
pursuits had more favorable prognoses 
than those who favored passive or sedentary 
activities. The study to be described fur- 
ther investigated this last point. More 
specifically, if mental hospital patients will 
take part in “athletic” events, is this be- 
havior indicative of a better state of “men- 
tal health?” 





Dr. Morris is co-ordinator of the Psychiatric Evalu- 
ation Project at the Veterans Administration Hos- 
pital, Salisbury, N. C. 
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HYPOTHESES TO BE TESTED 


The number of participants in mental 
hospital athletic-type activities will be in- 
creased if: (1) the event is more easily 
performed or requires relatively less psycho- 
motor skill; (2) the necessary skill is ac- 
quired early in life or is one that is uni- 
versally possessed; (3) the activity requires 
minimal energy output; (4) the event is 
individualistic, i.e., does not require co- 
operation and/or close contact with others; 
(5) the index of morbidity is relatively less 
or, conversely, if the state of “mental 
health” is relatively higher. 


METHOD 


The chief of recreation has used field days 
consisting of various events as one type of 
hospital activity. All the patients are en- 
couraged to participate and rewards of 
cigarettes, etc., are given to the winners. 








Such an activity seemed ideal for our pur- 
poses, 

There were six events selected for this 
experimental field day: 50-yard dash, sack 
race, softball throw, kickball, three-leg race 
and balloon toss. Some of these events 
may need explanation. The sack race re- 
quires one individual to put both legs in 
a gunny sack (southerners read “tow sack”) 
and hop a specified distance as fast as he 
can. The softball throw was one throw for 
distance. Kickball involved placing a foot- 
ball on the ground (not teed up) and kick- 
ing it as far as possible. The individual 
kicker was free to stand still or take a 
running start. The three-leg race requires 
two individuals to put one leg each in a 
sack and hop a certain distance as rapidly 
as possible. In the balloon toss, a balloon 
is filled with water and left untied. Two 
individuals toss the balloon back and forth 
to one another, trying not to spill any 
water and to back away from each other 


with each toss. The object is to get as far 
apart as possible before the water is lost 
or spilled on one of the contestants. 

Three hundred and seventy-two patients 
took part in the experiment. This sample 
represents 68 per cent of the nongeriatric 


male NP patients who were hospitalized 
at that time (July, 1957), The patients were 
drawn from both acute intensive and con- 
tinued treatment buildings and the vast 
majority of them carried a schizophrenic 
diagnosis. The patients reported to the 
athletic field for the events by ward. Ten 
wards were involved, varying in size from 
20 to 50 patients. At least three recreators 
and two nursing assistants were present 
with the patients to demonstrate the pro- 
cedures and to encourage participation. 
The experiment was completed in less 
than a week. 

Prior to the experiment the chief of 
recreation and the author had ranked in- 
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dependently all six of the events in terms 
of ease, i.e, the event that was easiest to 
perform and/or required the least skill 
was given the rank of I; that requiring the 
most was ranked VI. The two rank orders 
were in compiete agreement. 

Also preceding the experiment, two psy- 
chology trainees, two psychologists (includ- 
ing the author) and one psychiatrist, all 
working independently, ranked all the male 
nongeriatric NP wards in the hospital in 
terms of morbidity and chronicity charac- 
teristic of each ward as a whole. The agree- 
ment among the judges was gratifyingly 
high. From the five independent rank 
orders it was possible to select one-third of 
the wards that showed the least pathology 
and one-third showing the most, with no 
judge showing a single misplacement, i.e., 
no judge had a ward placed in one group 
if the other judges had the ward in the 
other group. 

The six events were considered a test, 
with six items on which an individual could 
secure a pass or fail grade for each event, 
i.e., if an individual threw the softball at 
all he was scored as participating in that 
event; similarly, even lining up and taking 
a step or two in the 50-yard dash consti- 
tuted participation. Obviously this scor- 
ing system tells nothing of the quality of 
performance but it has the advantages of 
complete objectivity, reliability and ease 
of employment. All the patients’ names 
were on rosters; the nursing assistants sim- 
ply spoke the names of the individuals who 
did not participate, and these names were 
checked on the rosters by clerks and psy- 
chology trainees. Parenthetically, both the 
chief of recreation, on the basis of his past 
experience, and the author ranked the 50- 
yard dash as the easiest event. This rank- 
ing was made because almost every indi- 
vidual has run at some time in his life and 
because the grading system did not de- 
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TABLE 1 
Per cent participation—outdoor field day 


(Total number of patients—372) 





Ward numbers I 2 
Number of patients 25 40 





Event 
I—50-yard dash 
Il—Sack race 
11I—Softball throw 
IV—Kickball 
V—Three-leg race 
VI—Balloon toss 


Average per cent 

participation 

Average per cent 

participation without 

event number I (5 events) 688 


57.3 63.0 





mand that energy be expended. In con- 
trast, the sack race, for example, requires 
energy if one is to participate at all. 


RESULTS 


No brief is held for (1) the precision of the 
experiment; (2) the “purity” of any of the 
hypotheses, or (3) the events. Obviously 
there is much overlap and the author has 
been satisfied to show trends and not sta- 
tistically labor the results. All five hy- 
potheses were supported. Table | presents 
the material for the first four hypotheses. 


Hypothesis 1: 


The number of participants will increase 
if the event is more easily performed and/or 
requires relatively less psychomotor skill. 
The thing to notice in the table is that the 
consensus rank as to the “ease” of the event 
is perfectly correlated with the number of 
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individuals taking part in that event 
(Rho = 1.00, P=.001). That is to say, 
the easier the event was judged to be the 
greater the number of participants. 

(The reader may wonder about the cor- 
relation between the order in which the 
events were run and the number of partici- 
pants. This relatively high correlation is 
felt to be spurious because this relation- 
ship was negative on one occasion and e¢s- 
sentially zero on the other for two partial 
replications of the field day, with events 
run in differing orders.) 


Hypothesis 2: 


The number of participants would be 
increased if the necessary skill were ac- 
quired early in life or were one that is 
universally possessed. This effect is best 
indicated by comparing event number III 
with event number IV. Everyone has 
thrown a ball at some time or another but 





not everyone has kicked a ball—at least 
not as often—particularly a football. The 
energy required for both events would 
seem to be roughly equivalent. Only two 
of ten wards showed greater participation 
in event number IV. Other comparisons 
supporting this hypothesis will be obvious 
to the reader from the tabled results. 


E’ypothesis 3: 


The number of participants will be in- 
creased if the activity requires minimal 
energy output. The two events requiring 
by far the most energy are number II, the 
sack race, and number V, the three-leg 
race. The average per cent participation 


per event column will show that these two 
activities did indeed attract the fewest 
participants. Inspection of the individual 
ward performances shows the relatively 
low standings of these two events if the 
wards are considered separately. 


Hypothesis 4: 


The number of participants will be in- 
creased if the event is individualistic, i.e., 
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does not require co-operation and/or close 
contact with others. This effect can best 
be shown ‘by comparing event number 
III with number VI, and event number II 
with number V. That is, there were fewer 
participants in the balloon toss than in 
the softball throw and, rather consictently, 
fewer performers in the three-leg race:than 
in the sack race. 


Hypothesis 5: 


The number of participants will be in- 
creased if the degree of psychopathology is 
relatively less or, conversely, if the state of 
mental health is relatively higher. (The 
selection of the least pathological one-third 
of all the wards and most pathological has 
been described previously—see “Method” 
section above.) Table 2 presents the com- 
parisons between these two groups of 
wards. 

You will notice that the wards consid- ° 
ered by the judges to be in “better con- 
dition” showed higher participation in each 
of the six events. A one-sided binomial 
expansion test of this relationship gave a 


' TABLE 2 


Outdoor field day comparisons 
Top 3rd’ (G*) versus Bottom 3rd (P**) 





*G(N=93) 
Numberof Percent 


Event participants participation 


** P(N=143) 
Number of Percent 


participants participation 


Corrected Chance 
chi squares probability 





90.8 
47.8 
59.1 
68.8 
45.2 
73.1 


64.0 


I—50-yard dash 
IIl—Sack race 
11I—Softball throw 
IV—Kickball 
V—Three-leg race 
VI—Balloon toss 


Averages 59.5 


122 
40 
66 
51 
22 
62 


60.5 





* G — Consensus: 3 least pathological wards. 
©* P — Consensus: 3 most pathological wards. 








P value of .016. (This point will be fully 
developed in another paper but at this 
time it can be pointed out that the more 
pathological group was drawn from con- 
tinued treatment buildings where the turn- 
over rate is low. The other group came 
from privileged wards and acute-intensive 
treatment buildings where the prognosis 
for early hospital release is very favorable.) 

For the bottom one-third of the wards 
the correlation between number of par- 
ticipants and the judged ease of the event 
is again perfect (Rho = 1.00). This cor- 
relation for the top one-third of the wards 
becomes .83. Events III, IV and VI reverse. 
The participation-per-event relationship be- 
tween the two groups, however, is high 
(.83). The table also presents the corrected 
chi square values for the separate events, 
together with the chance probability or P 
value. Four of the six individual chi 


squares are highly significant from a sta- 


tistical standpoint. It is readily apparent 
that the most discriminating events, favor- 
ing the least pathological wards, were vig- 
orous activities and co-operative events. 
The over-all participation of the more 
disorganized group is still creditable. Such 
patients can successfully engage in very sim- 
ple activities. The complexity of an ac- 
tivity should be carefully related to the 
degree of illness of the patients asked to 
participate. In this connection the reader 
will note that the difference between the 
two groups is shown primarily by the dis- 
crepancy between the per cent of patients 
participating. The more complex, ener- 


getic and novel events do in fact discrimi- ~ 


nate best and favor the ward group showing 
the lower morbidity index. But the draw- 
ing power of the events themselves is mod- 
erately constant throughout all wards. This 
can be shown statistically by a Kendall co- 


efficient. 
Using the ward averages, the over-all cor- 
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relation between the per cent of patients 
taking part from each ward and the events 
per se is .65, with a P value of less than .01. 
This would suggest that the difference be- 
tween the two groups is, for the most part, 
quantitative. 


DISCUSSION 


Approximately 27 months after this ex- 
periment—using 107 male patients drawn 
predominantly from the most pathologi- 
cal wards in Table 2—a field day of seven 
events was held in the gymnasium. Four 
of the five previously stated hypotheses 
were again supported. The one which 
was not was number five, which had to do 
with co-operation; i.e. on this occasion 
there was no difference in the number of 
participants in individual events and co- 
operative when the amount of energy, 
skill, etc., required were roughly equated. 

With this field day the correlation be- 
tween the order of the event and the num- 
ber of participants was negative (Rho = 
—.64). The conditions, too, were some- 
what altered. The patients came to the 
gymnasium in smaller groups; there were 
more recreators and nursing assistants for 
each group; and there was much more en- 
couragement by staff to get the patients to 
participate. It may be that for measure- 
ment purposes, the encouragement given 
patients to participate should be minimal, 
but for motivating patients, smaller groups 
and a more favorable staff/patient ratio 
would be desirable. Some support for 
this can be obtained by studying the out- 
come for the only two events common to 
both field days. Combining the sack race 
and three-leg race for the more pathologi- 
cal wards in the outdoor field day gives an 
average of 21.7 per cent participation. This 
figure was increased by 18 per cent to 39.7 
per cent for the same. two events indoors. 





If participation in recreation is one good 
measure of mental status and if participa- 
tion is prognostically significant, it would 
seem that the problem of most importance 
is motivational. How do we increase the 
number of participants and how get opti- 
mum involvement? One way would be 
to teach basic skills. The psychomotor in- 
eptitude of many of our patients is striking 
even when executing a simple softball 
throw. Much more work should be done 
by recreation workers in this area. 

For some time the author has been 
interested in a group of patients who 
show considerable psychopathology to any 
trained observer; yet they actively par- 
ticipate in sports activities. ‘Throughout 
this paper the terms “psychopathology” or 
“morbidity,” and (lack of) mental health 
have been used as though they were synony- 
mous. This may not be justifiable. It 
would seem that participation in recreation 
may be more directly related to mental 
health than it is to the absence of mental 
disease; i.e., there may be substantive dif- 


ferences which would imply two continua. 


Jahoda (1) states: “Yet, the idea that men- 
tal health and mental disease are quali- 
tatively different seems to gain currency 
with many professional persons. .. . As- 
suming that health is qualitatively differ- 
ent from disease, the extreme pole of sick- 
ness would be absence of disease; of health, 
absence of health. Such a view enables 
one to conceive of patients with healthy 
features, nonpatients with sick features.” 

According to this view, good participa- 
tion in recreation would be a healthy fea- 
ture prognostically and otherwise even if 
symptoms of mental illness were present. 
An individual could have the vital energy 
available and channelized and the motiva- 
tion to play a good game of volleyball, but 
still entertain the delusion that TV waves 
were poisoning his food. For him the 
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game play would be a positive sign of 
health, even though he was diagnosed as 
a paranoid schizophrenic. We see ex- 
amples related to this every day. The most 
delightful dancing partner may be diag- 
nosed as arthritic and, I’m certain, dancing 
is a more favorable sign than watching 
from the sidelines or sitting at home. 

The fundamental difference between the 
two groups of Table 2 then becomes quanti- 
tative; i.e. on the single continuum of 
mental health—absence of mental health. 
The group labeled “least pathological” 
(disease) would now be more properly 
titled “the group with the higher index of 
mental health.” 

It will be apparent that grades in recre- 
ation and changes in participation have 
potential value for ward physicians and 
others interested in patient welfare and 
mental status. 


SUMMARY 


Three hundred and seventy-two predomi- 
nantly schizophrenic patients took part in 
an outdoor field day consisting of six events. 
It was shown that the number of partici- 
pants decreased as the events demanded: 
(1) greater expenditure of energy; (2) co- 
operation among patients; (3) more com- 
plex skills; (4) activities with which many 
patients had little or no past experience. 
It was further demonstrated (5) that the 
per cent of participation of the patient 
groups could discriminate between a group 
of wards showing a high average morbidity 
rate or degree of psychopathology and/or 
chronicity and wards with a lower mor- 
bidity index and less chronicity. 

The best discrimination between wards 
is probably made in terms of: (1) the en- 
ergy requirement of an event; and (2) the 
skill requirement. A partial replication of 
the field day was discussed and all but one 
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of the original hypotheses were supported. 
Potential usefulness of recreation measure- 
ments to hospital personnel was mentioned 
and it was postulated that good participa- 
tion in recreation was related to “mental 
health” and was a favorable prognostic 


sign. 
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An investigation of problem areas 


relating to the therapeutic 


community concept 


Much recent thought and investigation has 
centered on the mental hospital organiza- 
tion and community as it relates to the 
problem of making mental hospitals more 
therapeutic for the patient (5). We are 
_ again undertaking reforms and attempting 
to redesign the social-psychiatric structure 
of the mental hospital under such new 
names as the “therapeutic community” and 
the “open hospital” (2). 

It is not yet entirely clear what people 
mean by the term “therapeutic commu- 
nity.” One recent publication with this 
title included papers referring to changes 
and specific programs in the hospital and 
considerations of the work and family 
adjustment of mental patients upon their 
return to the community (3). When we 
use the term therapeutic community, we 
are often speaking of different things (10). 
It is not yet known what type of commu- 
nity is therapeutic for what type of patient, 


and there remain many unanswered ques- 
tions with respect to the therapeutic com- 
munity concept. Continued efforts will be 
necessary to further define and clarify the 
term. 

Ten principles were formulated to clarify 
the meaning of the therapeutic community 
concept and simultaneously specify prob- 
lem areas to be used as guidelines for an 
investigation of a ward development pro- 
gram at South Carolina State Hospital. 
The investigation was conducted six 
months after a detailed plan prescribing 
the operation of the ward had been put 





Dr. Irvine is a social psychologist at the South 
Carolina State Hospital, Columbia, $. C. Mr. 
Deery was formerly a research assistant at the 
same institution. 


1 Jay G. Butler, Ph.D., Malcolm D. Gynther, Ph.D., 
and La Verne F. Irvine, Ph.D. formulated the 10 
principles discussed in the present article. 
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into effect. Relevant information on atti- 
tudes and impressions was obtained from 
the aides who were participating in the 
ward development program. 

During the months of November and 
December, 1958, four one-hour interviews 
involving free response type questions were 
conducted with each of the 16 female nurs- 
ing aides.2 The aides varied in age from 
21 to 52, with a mean age of 36.7 years. 
Seventy-three per cent of the women were 
married, Of the remaining four persons, 
two were divorced, one separated, and an- 
other unmarried. The formal education 
of the aides ranged from the third year of 
elementary school through high school, 
with a mean of 9.2 years of education. The 
mean length of employment at the hospital 
was 8.6 years. One person had worked at 
the hospital approximately one year, while 
another had been employed for 25 years. 


THE PRINCIPLES AND FINDINGS 


I. Patients and staff should be given an 
initial orientation on what the hospital ex- 
pects of them. The aides recalled a total of 
74 different mentioned items. These con- 
cerned their work at the time of their 
initial orientation, when joining the hos- 
pital staff. Only six of the duties were 
mentioned in common by 25 per cent or 
more of the aide group. These duties 
were keeping the ward clean (50 per cent), 
seeing that patients were fed (31 per cent), 
bathed (56 per cent), neat in personal ap- 
pearance (25 per cent), and received medi- 
cations (44 per cent). 

Several aides indicated that the impor- 





2The present investigation was part of a larger 
project supported by a five-year grant from the 
National Institute of Mental Health for the pur- 
pose of establishing a therapeutic community and 
a multidisciplinary treatment, training and research 
setting. 
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tant learning had occurred on the ward, 
and information omitted at the time of the 
initial orientation was later covered by a 
helpful charge nurse or member of the 
ward nursing staff. Several aides indicated 
that they would have liked additional in- 
formation concerning the operation of the 
hospital as well as information concerning 
patient diagnosis and behavior, work re- 
quirements and methods of work with 
patients. 

II. Persons in positions of authority 
should assist subordinates in clarifying pol- 
icies, resolving problems, and supporting 
patient-oriented views and actions and 
should be available as much as feasible. 
All 16 aides felt their supervisors were 
helpful in clarifying policies and proce- 
dures, particularly those concerning the 
use of medication and the status of specific 
patients, with respect to privileges. Super- 
visors were also considered helpful in assist- 
ing in the care of specific patients. 

Fifteen aides (94 per cent) indicated that 
supervisors helped in resolving problems 
on patient management and care as well 
as problems occurring among members of 
the nursing staff. Thirteen aides (81 per 
cent) felt their supervisors were available 
for assistance when necessary, although 
several aides regarded conferences and 
meetings as interfering factors which kept 
supervisors from being available on the 
ward. 

III. Staff members’ basic duties should 
be well-defined so that these duties may be 
known to relevant others. The aides’ con- 
ceptions of the duties of other ward per- 
sonnel tended to follow conventional lines. 
Of the different duties mentioned for the 
ward physician, only four were mentioned 
by 25 per cent or more of the aide group. 
These duties were as follows: Makes rounds 
(50 per cent), prescribes medications and 
treatment (44 per cent), talks with patients 
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(44 per cent), and gives physical examina- 
tions (25 per cent). Of the duties men- 
tioned for the nurse, only four were men- 
tioned by 25 per cent or more of the group. 
These duties were as follows: Makes rounds 
(44 per cent), assigns staff to the wards (31 
per cent), sees that orders of the ward 
physician are carried out (31 per cent), and 
spends time with the patients (31 per cent). 
Duties which were part of the new roles— 
such as participating with the treatment 
team in \developing therapeutic programs 
—tended not to be recognized as part of 
the duties for the physician or nurse. 

IV. Ways should be developed to clarify 
confusion and resolve conflict between de- 
partments. Although ten aides (62 per 
cent) denied the existence of confusion or 
conflict between departments, their com- 
ments suggested either that the question 
was misinterpreted or that they were sim- 
ply reluctant to talk about this topic. The 
latter explanation seems appropriate in 
view of the following comments: “I don’t 
know of any because I haven't been in- 
volved in any squabbles; there is pretty 
much agreement around here; I keep my 
nose out of other peoples’ business so I 
don’t know about this.” “Don’t know of 
any and I don’t want to talk about this.” 
“I have worked in a lot of different build- 
ings and haven’t noticed any.” “If there 
is, I don’t know anything about it.” 

Aides who commented on existing con- 
fusion and conflict attributed the difficul- 
ties to: not knowing what to expect from 
other persons working on the ward; dis- 
agreement among staff members about job 
duties; instructions which differed from 
earlier instructions or inconsistent with 
what aides had been previously taught; not 
knowing one’s job duties; inadequate com- 
munication; lack of comprehension con- 
cerning group therapy; uncertainty about 
what is expected. 
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Suggestions offered to help alleviate the 
confusion and conflict existing in connec- 
tion with the ward’s development were 
essentially requests for the staff and co- 
ordinating departments to collaborate in 
the development of policy, procedures and 
routines, and make clearer statements on 
what was wanted and the goals to be ac- 
complished. It was also suggested that 
one’s own job duties and the responsibili- 
ties of other personnel should be clearly 
specified. 

V. The staff needs to evaluate its prac- 
tices and procedures periodically to 
measure its effectiveness and see whether it 
is in keeping with over-all goals. Thirteen 
aides (81 per cent) felt that the nursing 
staff was effective in its work with patients. 
The remaining aides felt the nursing staff 
was effective only part of the time or as 
much as was possible, considering the 
limited time nurses could spend with pa- 
tients. Seven persons (44 per cent) felt the 
nursing staff could be more effective if 
more time could be devoted to talking with 
patients and to getting them interested in 
playing games. It was also suggested that 
it would be helpful if the aides had definite 


‘duties and regular assignments. 


The aides used the following indices as 
evidence of patient growth and nursing 
staff effectiveness: increased coherency in 
the patient’s speech; increased interest in 
personal appearance, therapy and _ activi- 
ties; interest in ward work; interest in as- 
sisting as well as spending time with fellow 
patients. 

VI. Patients and staff must be able to 
see who is boss and know what he expects 
of them. The charge nurse (or a nurse dele- 
gated charge responsibility) was regarded 
by all aides as the aides’ supervisor. The 
fact that the charge nurse seems to have 
been regarded by the aides as their sole 
supervisor seems to have been a partial ex- 
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planation for difficulties experienced by 
the nursing co-ordinators who had been 
assigned to the ward development project. 
The nursing co-ordinators had been as- 
signed to assist in redefining the nursing 
role, but they did not have a clearly defined 
position in the ward and hospital's au- 
thority hierarchy. 

The aides felt their supervisor expected 
them to: give medications (mentioned by 
75 per cent of the group); see that patients 
receive and eat their meals (75 per cent); 
bathe patients (56 per cent); carry out or- 
ders of the charge nurse (38 per cent); re- 
port changes taking place in the patient 
(25 per cent). Other duties mentioned con- 
cerned routine tasks such as counting pa- 
tients and keeping the ward clean. 

VII. Patients must be able to communi- 
cate their problems, suggestions and ideas 
to someone who will listen and make a 
decision. Five aides (31 per cent) felt that 
patients had opportunities to share their 
problems with members of the staff. The 
remaining aides (69 per cent) qualified 
their responses or simply indicated that 
such-opportunities were not available for 
patients. The latter indicated that they 
did not have sufficient time in their routine 
to talk with patients or at times when pa- 
tients wished to talk, it was not convenient 
for the nurse to stop her work. 

Eight aides (50 per cent) felt that patients 
had opportunities to communicate their 
suggestions and ideas to members of the 
staff, while six aides (38 per cent) qualified 
their responses by saying that patients had 
some opportunity to share their sugges- 
tions with the staff. Two persons (12 per 
cent) stated that patients did not have the 
opportunity to communicate suggestions 
and ideas to the staff. 

Only two of the aides (12 per cent) ex- 
pressed the belief that the patients had 
confidence that consideration would be 
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given to their problems or suggestions after 
they had been shared with members of 
the staff. Seven aides (44 per cent) stated 
that they did not know if patients pos- 
sessed such confidence, while five persons 
(31 per cent) gave qualified responses 
which indicated that they felt “some” pa- 
tients had this confidence or only “some- 
times” did patients feel their problems 
and ideas would receive consideration. 
However the comment was also made that 
patients who were sufficiently well did 
have such confidence. 

VIII. Patients should be given respon- 
sibilities in line with their abilities for 
handling them. One-half of the aide group 
indicated that patients had opportunities 
for assuming responsibility. The remain- 
ing aides indicated that “some” patients 
had such opportunities or “at times” pa- 
tients have such opportunities. It was ap- 
parent from the responses that many of 
the opportunities for patients to assume 
responsibility were associated with ward 
work or assisting in the care of fellow 
patients. Along with the suggestions that 
patients could assume responsibility for 
self-care, care of others or participating in 
ward work, it was stated that patients 
could be assigned to jobs. It was also sug- 
gested that nursing personnel could work 
along with patients as well as try to show 
them that assuming responsibilities helps 


' to prepare them to go out into the world. 


IX. Patients must see approval and dis- 
approval consistently applied. Three aides 
(19 per cent) felt that the staff was not con- 
sistent in its expression of approval and . 
disapproval of patient behavior, while one 
person indicated that she had no knowl- 
edge of the staff's consistency. Twelve aides 
(75 per cent) gave some response of an 
affirmative nature, indicating that they felt 
the staff was consistent in its expression of 
approval and disapproval. 
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Ways in which aides expressed approval 
concerning patient behavior were by telling 
a patient that she had behaved nicely (57 
per cent), had done her job well (31 per 
cent), or what she had done was appre- 
ciated (25 per cent). Approval was also 
expressed by offering encouragement for 
positive behavior, permitting patients to 
assist when offering their services, asking 
assistance from patient who had previously 
done a satisfactory job, and rewarding pa- 
tients with candy, gum, or cigarettes. 

Disapproval was expressed verbally as 
well as by placing a patient in a pack or 
in a seclusion room, being abrupt with the 
patient, not seeking a patient's assistance, 
not rewarding or giving a patient items 
which were wasted. 

Suggestions which were made to increase 
staff consistency in the expression of ap- 
proval and disapproval emphasized . the 
necessity for the staff to work together and 
to be impartial in judgments relating to 
patient behavior. It was also felt that a 
better understanding of patient behavior 
would result in all members of the staff 
seeing this behavior in the same way. 

X. Patients should have places to call 
their own so that they can attain privacy 
and occasionally retire from interpersonal 
relations. Fifteen aides (94 per cent) felt 
there were times when patients liked to 
have privacy—when bathing (mentioned 
by 56 per cent of the aides), when dressing 
(31 per cent), or reading (25 per cent). It 
was also felt that patients liked privacy 
when writing letters, entertaining visitors, 
retiring, or attending to personal needs 
and when not feeling well. Ten aides (63 
per cent) felt that it was desirable for pa- 
tients to have occasional opportunities for 
withdrawing from interpersonal relation- 
ships and to have areas where they could 
be alone to think, to “take stock” of them- 
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selves as well as to relax, away from the 
distractions and noise on the ward. 

The aides felt that patients attempted 
to satisfy their needs for privacy by creat- 
ing a disturbance so that they would be 
placed in a seclusion room (mentioned by 
56 per cent of the aides). The aides also 
felt the patients sought privacy by seeking 
permission to lie down in a private room 
(44 per cent), finding someplace to sit by 
themselves (56 per cent), lying on the bath- 
room floor (25 per cent). 


DISCUSSION 
Before discussing the research findings, it 
should be pointed out that participation 
in research activity is a new endeavor for 
some members of the hospital staff. Some 
aides were anxious during interview ses- 
sions despite efforts to make them feel com- 
fortable and at ease. In several instances 
following the completion of the interviews, 
the interviewer was approached by an aide 
who expressed regret for having been un- 
able to recall some item of information 
which was recalled later. Therefore the in- 
formation presented here should be inter- 
preted in the light of difficulties in obtain- 
ing information from persons who were 
somewhat uncomfortable as research sub- 
jects and who possessed limited comprehen- 
sion concerning research goals. 
Long-standing mental hospital policies 
and traditions are now being challenged 
and modified, and we are increasing our 
understanding of the hospital as a social 
system (5,9). Hospital goals are being ex- 
panded to increase the hospital's thera- 
peutic effectiveness and the satisfactions of 
both patients and staff. The 10 principles 
offered here were formulated to clarify the 
meaning of the therapeutic community 
concept and to specify problem areas need- 
ing attention in order to implement the 
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creation of a social environment which pre- 
sumably would have therapeutic effects on 
the patient. The research findings concern- 
ing the principles will now be discussed 
briefly with respect to the following topics: 
orientation, tension release and problem 
solving, organization, aide participation, a 
shared frame of reference, and physical 
structure, 

Orientation. If our goal is to develop 
therapeutic communities with the aim of 
remotivating and rehabilitating the mental 
patient, it would seem essential to offer 
aides an orientation stressing the impor- 
tance of participation in aide-patient re- 
lationships as an essential and legitimate 
aspect of the nursing role. (See Principle 
I findings.) 

In addition, the initial as well as con- 
tinuing orientation programs can assist in 
specifying and clarifying the new duties 
associated with the new nursing role, for 
in the pre:2nt study aides were found to 
hold rather stereotyped conceptions con- 
cerning the duties of both the nurse and 
the physician. (See Principle III findings.) 

Tension release and problem solving. It 
seems inevitable that some confusion will 
occur in any development program where 
changes in roles are occurring. The aides’ 
anxiety and reluctance to offer construc- 
tive criticism, as well as the lack of ade- 
quate means for channeling constructive 
criticism into decision-making bodies, is 
no doubt one factor contributing to the 
status quo of the large mental hospital. 
(See Principle IV results.) In bringing 
about and maintaining new policies, the 
fears and anxieties of the staff must be 
understood and media provided for ex- 
pressing feelings, resolving tensions and 
participating in appropriate learning ex- 
periences (4). : 

Organization. Principles relating to 
good organization stress the necessity for 
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clear lines of authority, with responsibility 
always coupled with corresponding au- 
thority (7). The present findings as well as 
suggestions offered by the aides indicate 
the importance of clearly specified job 
duties and responsibilities which are in turn 
related to clearly stated goals concerning 
the ward’s functions and development 
goals. (See Principle IV findings.) Co-ordi- 
nation is an essential condition contrib- 
uting to an organization’s effectiveness. 
Successful co-ordination is itself a function 
of a clearly defined organizational struc- 
ture in terms of clearly specified job duties, 
responsibility and authority. 

Aide participation. One finding con- 
cerning Principle VII implied that some 
aides did not regard social interaction with 
the patient as a significant aspect of their 
role. This may partially be due to the fact 
that the person seen by the aides as their 
supervisor was most likely to be helpful in 
helping them resolve the routine types of 
problems rather than in stimulating aide- 
patient relationships with the goal of re- 
motivating the patient. (See findings re- 
lating to Principles II and VI.) Aide 
development programs have increased the 
aide’s participation and involvement in 
the interpersonal sphere by assigning them - 
as group leaders for small groups of pa- 
tients (1). 

One would expect that such programs 
create more interpersonal involvement on 
the part of the aide and that she is, in 
addition, stimulated to develop opportu- 
nities for the patient to assume responsi- 
bilities in carrying out meaningful tasks. 
(See Principle VIII results.) Such programs 
should also offer some assurance to the pa- 
tient, as well as to the aide, that he has 
opportunities ,to communicate his prob- 
lems and ideas to a representative of the 
staff. (See Principle VII results.) 

A shared frame of reference. Despite 
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the fact that aides have guides for assessing 
the effectiveness of their work, there is need 
for the development of a shared frame of 
reference. (See Principle V results.) This 
frame of reference must necessarily encom- 
pass goals of the therapist and treatment 
team relative to a treatment program for 
rehabilitating the patient. At the time of 
the investigation, the acting out behavior 
of a patient—which was taken as evidence 
for growth and tension release by the thera- 
pist—was often regarded by the nursing 
staff as regressive behavior, indicating that 
the patient was more disturbed than form- 
erly. The need for a shared frame of ref- 
erence is further evident from the findings 
relating to the aides’ expressions of ap- 
proval and disapproval concerning patient 
behavior. 

The findings relating to Principle IX 
suggest that the modes of expressing ap- 
proval and disapproval are a function of 
the individual aide’s attitude and for the 
most part they are not based upon a 
planned program for meeting the indi- 
vidual patient’s needs. Clarification con- 
cerning the ways the nursing staff can ex- 
press approval and disapproval of patient 
behavior as well as a recognition of the 
value of such expression in altering and 
reinforcing patient behavior seems essen- 
tial in any program intended to rehabili- 
tate patients. 

Physical structure. Many of the aides 
recognized the patient’s need for privacy. 
(See Principle X.) Unfortunately the tradi- 
tional hospital structure, along with the 
overcrowding of patient populations, has 
not permitted physical arrangements 
whereby the patient can at times enjoy soli- 
tude or privacy when visiting with fellow 
patients. More recently, thought has been 
given to hospital and ward design in re- 
lation to its effects on the patient and 
its contributions to treatment goals (6, 8). 
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SUMMARY 


Ten principles were formulated to clarify 
the therapeutic community concept and 
to specify problem areas which were subse- 
quently investigated in a ward develop- 
ment program. The investigation was 
limited to attitudes and impressions of 16 
female aides, with research data being 
obtained during four one-hour interview 
periods. The findings were presented for 
each of the 10 principles and were briefly 
discussed with respect to six areas believed 
to need consideration in order to further 
implement the development of a thera- 
peutic sociopsychological environment. 
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SVEN LUNDSTEDT, Pu.D. 


The interpersonal dimension 1n 


international technical assistance: 


Statement of a problem 


INTRODUCTION 


The object of this paper is to examine 
briefly an aspect of technical assistance 
work which has tended to receive little 
systematic attention in the past. The focus 
is on some aspects of the interpersonal rela- 
tions which are fundamentally a part of 
the many different kinds of technical as- 
sistance work and which at present appear 
to require further study. 

The process of technical assistance, as it 
has occurred in foreign aid programs to un- 
derdeveloped areas, has largely been an edu- 
cational effort by which economic, social, 
cultural and technological growth is en- 
hanced, It has also often been seen as a 
political process reflecting foreign policy 
action, and more recently the social sciences 
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of anthropology and sociology have been 
used increasingly to enlarge the effective- 
ness of education through technical as- 
sistance. Technical assistance is normally 
a multidisciplinary effort requiring the 
combined contributions of several sciences 
and professions. Those scientific disci- 
plines concerned with the psychological 
aspects of interpersonal relations, however, 
have had less direct opportunity to con- 
tribute to technical assistance programs. 
Consequently, the interpersonal problems 
usually associated with technical assistance 
work have received less systematic research 
attention than is warranted by the impor- | 
tance of these problems. 

Technical assistance, which involves the 
interchange of ideas among people, is a 
highly complex interpersonal transaction. 
Its eventual degree of successful termina- 
tion will depend upon how the interper- 


‘sonal relations between a technical con- 





sultant and recipient are initiated and 
subsequently managed by both. Looking at 
the matter as a whole, these generic hu- 
man relationships are an integral part of 
the entire complex system of forces and 
events which make up a program of tech- 
nical assistance. The operational problems 
associated with enhancing the growth and 
success of the system are also governed in 
part by the social and cultural differences 
between the consultant and recipient, a 
fact which in turn further increases the 
need for a successful way of coping with 
interpersonal problems because the latter 
are functionally interdependent with the 
former. 

It is useful for comparative reasons to 
know that technical assistance programs 
are numerous and vary widely in type and 
scope. Some are local and regional while 
others are national and international. The 
term technical assistance denotes a variable, 
but common, process. Our interest here 
is only upon international technical as- 
sistance programs which involve cross-cul- 
tural activities, although this discussion 
may in some respects apply to the others 
as well. At the international level, agri- 
cultural, industrial, health and welfare, 
educational and others are currently in 
operation. Sharp (23), who provides a 
number of examples, has outlined six aus- 
pices for international technical assistance 
programs; namely, voluntary nonprofit 
agencies, business and industrial organiza- 
tions, multilateral organizations such as the 
United Nations, colonial and dependent 
area types, services provided by individual 
contractors and intergovernmental auspices 
such as the Point Four program sponsored 
by the United States. Under every such 
program, whether the objective is a new 
health plan or service in an Indian village 
or agricultural reform in the Near East, 
final, over-all success is in some direct meas- 
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ure a function of successful relationships at 
an interpersonal level, as well as a function 
of economic, cultural, technological and 
educational factors. 


CURRENT TRENDS IN THE 
LITERATURE 


Literature bearing on cross-cultural rela- 
tions and economic and technical assistance 
seems consistently to avoid definitive’ treat- 
ment of the specific area of interpersonal 
relations in technical assistance programs. 
While human relationships do receive men- 
tion and are discussed as important, ex- 
tensive systematic studies about the under- 
lying psychological processes which directly 
govern success and failure in technical as- 
sistance could not be found. Very little 
mention is made of the functional, behav- 
ioral links which connect our knowledge of 
socio-cultural variables with the concrete 
interpersonal relations in the specific op- 
erational way which suggests tried and 
tested human relations techniques are now 
available for use in the field. 

Actual behavioral guides, supported by 
data from cross-cultural research, are not 
reported. Some suggestive material in the 
form of case histories of cross-cultural 
health programs is available in a book by 
Paul (17). A book by Hall (12) is an in- 
sightful analysis of cross-cultural communi- 
cation, and it discusses in length the non- 
verbal behavioral skills which are often the 
true determinants of successful cross-cul- 
tural relations. 

Cleveland and Mangone (3) discuss the 
applied problems in overseas work in terms 
of the general skills and attributes which 
seem necessary. Their arguments and as- 
sumptions are based on the accumulated 
personal experiences of a selected group 
of overseas observers. ‘Torre (26), for ex- 





1 Also discussed in a paper by Hall and Whyte (13). 
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ample, reports about the kinds of psychi- 
atric difficulties apparently common in 
overseas service. A later book by Cleveland, 
Mangone and: Adams (4) selects cultural 
empathy as the major interpersonal ele- 
ment in successful overseas performance 
but does not operationally break this con- 
cept down into its behavioral components 
relevant to specific interpersonal problems. 
This is a difficult task, however, because 
in most instances no reliable empirical 
data are yet available on specific psycho- 
logical processes except, as we have found, 
in the form of anecdotal records and case 
histories. Other writers who have been 
critical of and concerned with human re- 
lations in cross-cultural operations are 
Lederer and Burdick (15), Mead (16), Sim- 
mons and Jenny (24), Roney (18) and Spicer 
(25). General conditions related to cross- 
cultural adjustment and having bearing on 
the kind of adjustment problems to be 
anticipated are discussed in a Foundation 
for Research on Human Behavior report 
(10). Some of the more common problems 
and issues have also been examined by 
the Group for the Advancement of Psychi- 
atry (11), in a report edited by Sanders (20) 
and one by Fenley (6). Shannon (22) pro- 
vides a useful survey of the technical as- 
sistance field in a book of readings which 
includes brief mention of interpersonal 
problems. 

Caplan (2), in an unpublished article, 
also describes the dynamic interrelation- 
ships between personality and social system 
variables which have practical significance 
in shaping the outcome of technical consul- 
tation. Caplan’s discussion is helpful in 
suggesting an approach to dealing with 
operational problems in a technical as- 
sistance program which arise from inter- 





2 Other material from an anthropological point of 
view includes work by Foster (7, 8, 9), Saunders (21) 
and Campa (I). 
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personal and cultural factors. He suggests 
“the possibility of building up a body of 
generalizable knowledge in this area, so 
that technical experts may predict the oc- 
currence of certain patterns of difficulty in 
their interaction with their foreign col- 
leagues and may begin to be explicitly 
aware of the need to develop professional 
skills to handle them.” Hall (12) also sup- 
ports this view in his discussion by de- 
scribing some needed behavioral skills in 
communication. 

In general we find that not much has 
been published which adds to our knowl- 
edge of how the behavioral processes un- 
derlying the technical assistance relation- 
ship can be made available as functional 
skills. The references cited above seem to 
exhaust the current range and level of in- 
terest which now exists about interper- 
sonal relations in cross-cultural operations 
in general and technical assistance in par- 
ticular.? 

Part of the lack is reflected in the ob- 
scure way many have formulated and char- 
acterized the problem. Another facet which 
has not been explicitly mentioned is that 
cross-cultural technical assistance is a 
highly complex and interrelated system of 
behavioral, social, political, economic, cul- 
tural and technological events functioning 
in dynamic equilibrium. When this sys- 
tem is thrown into disequilibrium by the 
malfunctioning of any of its parts, the 
outcome of a total program may be altered 
significantly. Very little work seems to 
exist on the interrelationships within the 
total system comprising a program of tech- . 
nical assistance. 

A final point worth mentioning here is 
that very often relevant theory and meth- 
odology for carrying out social and be- 
havioral research taken from related fields 
are not explored for their applicability to 
the field under discussion here. A review 





of this related work will not be attempted 
because space is limited, but it should be 
emphasized that the possible relevance of 
method, theory and data from adjacent re- 
search areas is a largely untapped and lit- 
tle-known resource. Human relations re- 
search in industry, to cite a common 
example, has shown progress in methods 
of research as well as in findings which 
might be applicable in research on techni- 
cal assistance problems.* Clinical psycho- 
logy and psychiatry and counseling psy- 
chology research methods and findings may 
also, by analogy or specific direct applica- 
tion, have considerable bearing on inter- 
personal problems in technical assistance. 
By the same token, the contributions of 
sociology—especially the diffusion process 
field in which the rate of dissemination of 
new skills and ideas is studied by rural 
sociologists—and anthropology should be 
similarly reviewed. Kluckhohn and Mur- 


ray (14) discuss some of the central issues 
and problems associated with the com- 
bined application of theoretical systems 
and methodologies from several disciplines 
to one specific problem. The book is a use- 
ful illustration of the process of cross-ferti- 
lizing different fields. 


AN ILLUSTRATIVE CASE 


The following case can serve as a way of 
describing concretely what is meant by an 
emphasis upon interpersonal processes in 
technical assistance, as well as how these 
processes influence success and failure. The 
case is that of a technical assistance con- 
sultant in the public health field appointed 
to the task of developing a special health 
program in a rural area of India. 

The consultant, a public health phy- 
sician, came to this project well-prepared 
as a medical specialist. He also under- 
stood the customs, habits and language of 
the area to some extent and was fortunate 
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in having the kind of personality and char- 
acter which seemed to permit co-operative 
interrelations with others who were quite 
different in background and training. The 
verbatim report of this case is reproduced 
in part below to illustrate the principal 
factors leading to failure and the role 
played by knowledge of interpersonal proc- 
esses. The consultant's report of his ex- 
perience is as follows: 

“Actually, one of the first things I did 
when I arrived in India was to identify 
as closely as I could with the people. I did 
this by wearing similar clothes, by eating 
similar food and living as nearly as possible 
in similar housing. For example, a little 
thing like continuing to lace shoes instead 
of wearing laceless sandals was a sign of 
less identification with local habits. Of 
course it was difficult for many to do this 
because of the inconveniences involved. 
For example, another consultant said the 
way to continue on working during the 
hot summer would be to get an air con- 
ditioner and this would make living more 
comfortably possible. Of course the point 
was missed because there was not even 
adequate electricity to run the conditioner. 

“I can give you some ideas (about an 
interpersonal problem) from an _ experi- 
ence I had while in India. I worked in 
a training center that was set up to do 
basic education. There was a school and 
a hospital in the area. They were separate 
institutions, and there was considerable 
friction between the school and hospital 
which complicated my work. One of the 
aims of our program at the school was to 
establish a child welfare station as a public 
health venture. Since I was with the school 





8 With this in mind a careful analysis of a’ refer- 
ence such as the Annual Review of Psychology 
(1960) may turn up quite useful and interesting ap- 
plications (5). 
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I was forced to be part of the controversy 


between the school and hospital. It was 
fine as long as I was doing work different 
from that being done by the hospital 
group. When the idea of providing clinical 
services for the children came up, however, 
this was quite disturbing to the physician 
in charge of the hospital and was further 
complicated because he saw the school 
program as a general threat to his own 
program. For example, there was a time 
when referrals from the new service simply 
would not be accepted at the hospital. 
There was also feeling that the school pro- 
gram would eventually cause salaries in 
the area to be lowered. This was part of 
the problem. 

“I soon found, however, that the real 
problem was the feelings of the hospital 
director toward the school and, therefore, 
toward me. He thought the school pro- 
gram would undermine his status and 
perhaps even cause him to lose his position. 
All of this was untrue. Part of the diffi- 
culty in his relationship with me was the 
fact that he was trained in Indian medi- 
cine and I was trained in Western medi- 
cine. This created on his part a feeling 
that I might jeopardize his status because 
of my background in newer methods of 
treatment and care. Knowing the culture 
and language helped, but not entirely. 

“One of the techniques I used was in- 
formal ways to try to get people to begin 
discussing some of these problems in a rea- 
sonable way. I sent out letters, hoping to 
establish conferences. This did not work 
too well and did little to lower the resist- 
ance to the child welfare program. An- 
other move was to suggest that the clinic 
be brought under the hospital adminis- 
tration instead of the school but this was 
also seen as a threat. Another method was 
to emphasize that the children’s clinic 
would stress the preventive side, while the 
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hospital would continue to stress the treat- 
ment side. We also often had dinner at 
each other’s homes and although these ~ 
visits helped, they did not succeed in really 
reducing the original problem of the di- 
rector—feeling he might be replaced or 
otherwise reduced in stature by |the intro- 
duction of new medical techniques. I can- 
not think of many other ways to handle 
this problem. It is probably important to 
convey to people the impression that the 
work one is doing will not aa their 
statuses.” 

Although this illustrative case material 
reveals an awareness of some interpersonal 
and cultural factors, a more thorough un- 
derstanding of the psychological aspects 
of the interpersonal difficulties encountered 
might have enhanced success by revealing 
ways to have gained the director’s further 
co-operation. Although this example is by 
no means universal, it can be suggested 
that many generally similar kinds of inter- 
personal problems will arise in a technical 
assistance program. A question we can 
raise is: how can the interference of these 
problems in an action program be reduced? 

It is especially important to note that 
the consultant’s knowledge of socio-cultural 
factors as well as his technical efficiency 
were by themselves not a sufficient means 
to a solution of his difficulty with the di- 
rector. 

In fact, it would appear that his techni- 
cal proficiency and cultural knowledge may 
have at times been an obstacle. It is even 
more important that the range of his own 
behavioral solutions for these interpersonal 
difficulties were limited and were not op- 
erationally linked to his cultural and tech- 
nical understanding. He was able to iden- 
tify conceptually the gist of the problem 
by recognizing the influence of his own 
personal role and background, but he 
was unable to successfully reduce the emo- 





tional tension associated with the director’s 
resistances to the new child care program. 
To what extent should he have attempted 
to reduce such tensions? What techniques 
should he have used? 

At most he should have attempted to 
effect only that apparent interpersonal ten- 
sion associated with his own specific role 
in the director’s immediate environment. 
Since the director saw him as a personal 
threat to the status of his program because 
of his advanced medical training and his 
affiliation with the school which repre- 
sented change, his own strategy might have 
been to increase his professional depend- 
ence on the director in areas outside of his 
own competence in Western medical tech- 
niques. Dependence on him for help in 
understanding and using local indigenous 
health practices to best advantage would 
have been a logical beginning point. 

The uniqueness of his actual affiliation 
with the school as an outside consultant 
could have been emphasized, and his re- 
lation to the policies and programs per- 
ceived as radical and upsetting de-empha- 
sized by clarifying his transitional status 
in the community. In actual practice the 
technical assistance consultant must often 
walk a thin line between opposing factions. 
This condition is always prevalent in some 
degree in complex communities in which 
rapid technological and social change is 
occurring and is unavoidable. 

Those with whom one chooses to ally 
oneself within a new community and the 
sequence and timing of any presentation 
of new information, should be thoroughly 
analyzed in terms of the over-all goals of 
one’s technical assistance mission. Avoid- 
ance of entangling factional alliances in 
local political and social affairs is para- 
mount to eventual success, where it is not 
clearly indicated that partisanship is re- 
quired. 
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It is important to recognize that most 
of the interpersonal problems in technical 
assistance are not due to psychopathology, 
although occasionally one may encounter 
disturbed individuals in this setting. The 
most frequently encountered cause of dif- 
ficulty is ignorance of local customs and 
ordinary human needs and expectations. 
Emphasis for the technical assistance con- 
sultant should, therefore, always be upon 
resolution of normal interpersonal work 
difficulties and not on the pathological be- 
havior conflicts that may arise. 

It is important to indicate that if sen- 
sitivity to the psychological factors in tech- 
nical assistance is developed, these factors 
must form a balanced part of the full range 
of coping mechanisms available to the con- 
sultant. The interpersonal skills should 
in no way become ends in themselves. The 
basic role and professional identity of the 
consultant should remain intact. Those 
who receive training in this kind of skill 
should not become overly proficient in hu- 
man relations skills to the neglect of other 
more basic professional commitments. The 
customary behavioral skills of the consult- 
ant should be enlarged. They should also 
be made more effective by the addition of 
specific culture-bound knowledge of the 
important valuative and motivational proc- 
esses governing interpersonal relations in 
technical assistance in a specific local com- 
munity. When the problem of psycho- 
pathology does arise, as it invariably will 
even in different cultures, another set of 
professional skills, dispensed by an appro- 
priately trained person, should be brought 
to bear upon the problem. This is the 
logical. point at which the mental health 
specialist can perhaps function most ef- 
fectively. 

In part, the solution of normal interper- 
sonal problems also depends upon the 
types of verbal and nonverbal skills in 
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actual face to face communication which 
can be developed in the consultant who is 
to provide technical assistance. Recent ap- 
proaches to the study of communication 
are applicable here, as in the work of 
Ruesch (19), for example, which empha- 
sizes the role of interpersonal factors as 
underlying determinants in successful com- 
munication. Communication skills can, 
however, only be developed effectively if 
the individual understands the nature of 
the main underlying psychological forces 
which govern success and failure in the 
technical assistance relationship. 

Much still has to be learned about the 
function of the verbal and physical cues 
that are used in different cultures in com- 
munication systems of two or more indi- 
viduals and about the process of identifi- 
cation and receptivity which characterizes 
complex learning. Where co-operative ef- 
fort is an objective, responses to another 
person's verbal and physical behavior must 
occur with appropriate tension-reducing 
behavior on one’s own part. In technical 
assistance work this occurs most often in an 
unfamiliar cultural setting where the verbal 
and physical expression of behavior arises 
from valuative and motivational bases 
strange to the consultant. 

The concept of “feedback” in applied 
communications practices is also useful and 
important to understand, as is the idea of 
“input” or the effects of varying amounts 
of new information upon the personality 
of the recipient. 

The technical assistance consultant 
should maintain a constant “feedback” rela- 
tionship in which the recipient is ontinu- 
ally kept informed of the consultant's 
activity in the immediate social and physi- 
cal environment of the recipient, especially 
at the start. Too much new information 





# Hall (12) discusses this point in some detail. 
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may overload the recipient with pressures 
that could result in negative behavior and 
rapid deterioration of the technical assist- 
ance relationship, just as ordinary class- 
room learning is often seriously reduced 
by a forced presentation of too much new 
information. 

The consultant must know in advance 
something of the psychological world of 
the recipient as well as how he will be 
perceived by the recipient psychologically. 
If the consultant learns that he is initially. 
seen as a threatening person he should 
respond to this perception with the com- 
munication of appropriate reassurances 
based on a working knowledge of local 
cultural norms and values, political and 
social problems, as well as psychological 
needs and expectations. - 

Once a successful working relationship 
has been established, the consultant must 
keep in mind the fact that interpersonal 
difficulties may readily arise to impede his 
work at any point in the relationship. A 
constant ongoing process of evaluation and 
re-evaluation is required of the consultant 
as he moves from stage to stage in his work, 
as more people and other factors enter the 
arena of social action to increase the com- 
plexity of the work relationship. 

It is apparent that a consultant invited 
to a country comes bearing his entire per- 
sonality, with all limitations and assets. 
One purpose of introducing psychological 
awareness of interpersonal processes into 
technical assistance work is to help the con- 
sultant to utilize his own personality more 
efficiently and productively in his work. 
Ideally, sensitization to interpersonal prob- 
lems should begin early during the train- 
ing and orientation of the technical con- 
sultant, which precedes active field 
assignment. An ability to function ade- 
quately at an interpersonal level should 
also form an integral part of the criteria 





used initially in selecting personnel. Em- 
phasizing only socio-cultural factors, while 
neglecting the behavioral processes which 
embody them, is a serious oversight be- 
cause socio-cultural knowledge in the tech- 
nical assistance relationship has little func- 
tional meaning outside of the transactions 
occurring between people. . 


SUMMARY 


This paper has started with the premise 
that interpersonal relations are a funda- 
mental part of all forms of technical assist- 
ance work, especially that in which large 
socio-cultural differences exist between a 
consultant and recipient. We concluded 
that the scientific disciplines concerned 
with the psychological aspects of interper- 
sonal relations have had less direct oppor- 
tunity to contribute to ongoing technical 
assistance programs. 

Consequently, this aspect of technical 
assistance work has received attention as a 
research problem. It was also found that 
the current literature bearing on cross- 
cultural relations and economic and tech- 
nical assistance consistently avoids defini- 
tive treatment of this area. An illustrative 
case was also cited to describe what is 
meant by an emphasis upon interpersonal 
processes. The case was also discussed in 
terms of some of the processes leading to 
success and failure. Those who are selected 
to carry out this kind of work should also 
be selected for their fitness for the gomplex 
tasks they will face. They shoualso be 
trained in interpersonal skills\fhich have 
a bearing upon their roles 4s technical 
specialists. 

Finally, it is suggested that if resources 
were available, an initial investigation 
might take the following general form: 
1) A comprehensive review of the current 
literature bearing upon interpersonal re- 
lations with special emphasis upon the 
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relation of this literature to cross-cultural 
technical assistance activities. An attempt 
should be made to relate the relevant 
theory, method, and findings in other areas 
of behavioral research to interpersonal 
problems in technical assistance. 2) A sys- 
tematic inventory should be undertaken 
of the varieties of known socio-culturally 
determined interpersonal problems com- 
mon in technical assistance work. The fol- 
lowing question might be answered: What 
are the major types of interpersonal proc- 
esses and problems which need investiga- 
tion? 3) Carefully designed pilot studies 
should be undertaken to determine which 
are the most advanced and fruitful theo- 
retical and methodological approaches to 
the investigation of this area. 

4) Two general types-of pilot studies are 
suggested: a. survey research studies in 
which the interpersonal experiences of for- 
eign consultants and host recipients of tech- 
nical aid are reconstructed by use of ques- 
tionnaires and depth interviews in order 
to study the patterns of interpersonal 
transaction which lead to success and fail- 
ure, and 6b, experimental pilot studies in 
which the consultant-recipient transaction 
is studied under relatively controlled con- 
ditions, while simulating as nearly as pos- 
sible the actual conditions taking place in 
the field. A number of examples of ex- 
perimental approaches to the study of dif- 
ferent types of interpersonal relations can 
be found in the psychological literature. 
5) The pilot studies should lead directly to 
the formulation of appropriate hypotheses 
about success and failure in interpersonal 
relations in technical assistance and to re- 
search methods for testing them which, | 
in turn, should be the basis for longer term 
studies undertaken on a cross-cultural level. 
6) The auspices for this research could 
very well be agencies within the United 
Nations, national governments with over- 
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seas aid programs or private universities 
which possess adequate staff and facilities. 
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A brief history of the 


narcotics control controversy 


Federal narcotics laws are among the most 
controversial, confusing and punitive laws 
in force today. To many students of the 
field the addict is a sick person, as entitled 
to medical care as the psychotic. Yet the 
penalty for selling narcotics, an occupation 
which most addicts are forced into at one 
time or another, can be as severe as death. 
Despite this the narcotics laws must be 
among the most commonly flouted federal 
laws since it is estimated that one out of 
every 3,000 Americans is an addict (1). 
The history of the regulation of the use 
of narcotics in this country is an interest- 
ing one. At one time there was no regula- 
tion at all. As soon as effective control 
was instituted a debate began and is still 
continuing. The question of whether ad- 
dicts are primarily patients or criminals 
and whether they deserve hospital beds or 
jail cells is one that has provoked many a 


violent argument. 


Before 1914 opiates were considered 
much as aspirins are today. Anyone could 
walk into a drug store and ask for a nickel’s 
worth of “black stuff’ (opium) or “white 
stuff’ (heroin). Paregoric and laudanum 
were prescribed for many ills. Patent medi- 
cines contained generous amounts of opi- 
ates. It is even said that manufacturers 
of many home remedies used the opiates 
in their products just to insure a continu- 
ing demand, 

The Pure Food and Drug Law of 1906 
improved conditions by controlling the 
contents and labeling of patent medicines. 
Nevertheless, approximately one out of 
every 400 Americans was an addict (1). 

The Harrison Act of 1914 was the first 
big step toward strict regulation of the use 
of narcotics. The act—on the surface a 
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revenue bill—taxed the importation of opi- 
ates and required those using or selling 
opiates to register and pay a fee. Persons 
obtaining narcotics through a physician’s 
prescription were exempted provided the 
prescription was “issued for legitimate 
medical uses.” A physician could dispense 
narcotics only “in the course of his profes- 
sional practice.” 

At first the act provided little change. 
Addicts no longer bought narcotics over 
the counter in drug stores but they had 
no trouble obtaining prescriptions from 
physicians. Rather suddenly in 1919 the 
Federal Narcotics Division began to arrest 
physicians for violating the Harrison Act. 
Many physicians were found guilty in the 
lower courts and the cases began to arrive 
at the Supreme Court. 

One of the early cases was that of Dr. 
Webb, who, it was said, had sold prescrip- 
tions to an addict for fifty cents each. The 
government asked the court to decide 
whether Dr. Webb’s prescriptions, issued 


not to treat an illness but to keep an ad- 


dict comfortable, were legitimate prescrip- 
tions under the law. 

The Supreme Court replied; “Such an 
order [the prescription] for the use of 
morphine is a perversion of the meaning 
of prescription” and declared Dr. Webb 
guilty (2). This decision was interpreted to 
mean that physicians could not legally pro- 
vide addicts with drugs to prevent with- 
drawal symptoms. Addicts were suddenly 
faced with the choice of abruptly ceasing 
to take narcotics or obtaining their drugs 
illegally. 

There were not many who chose the 
former course. If a person has taken nar- 
cotics regularly even over a short period 
of time, his body in some way becomes 
accustomed to the drug. When the ad- 
ministration of the narcotic stops there is 
an actual physical need for the drug (aside 
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from any psychological dependence) a need 
similar to the hungry man’s desire for food. 
If the craving is not satisfied, a serious ill- 
ness results, with nausea, vomiting, tremor, 
sweating, cramps and prostration. The ill- 
ness departs without a trace after a few 
days but it is an unusual person who vol- 
untarily goes through it. 

To avoid forcing addicts into dealing 
with criminals in order to obtain drugs, 
many health agencies throughout the coun- 
try set up clinics. At these clinics an ad- 
dict could apply and be given a supply of 
narcotics to keep him comfortable until 
his next visit. It was hoped that this 
method would prevent exploitation of the 
addicts and possibly make them amenable 
to treatment. 

Although theoretically the clinics may 
have been on a solid foundation, they were 
all closed after fairly short periods. Many 
experts felt that they were failures. It 
was pointed out that there was no control 
over the addict’s use cf the drugs once his 
supply was given to him; he was free to 
sell part of it and could create new addicts. 
There was nothing to prevent him from 
registering at several clinics to obtain a 
large supply of drugs. Addicts congregated 
in those cities which had thé clinics and 
they were considered unwelcome additions 
to the population. Generally, the clinics 
did little or nothing to cure the addicts 
and did nothing to prevent the spread of 
addiction (1). 

As an aftermath of the operation of the 
clinics and apparently as a reflection of the 
feeling that they had failed, a committee 
of the American Medical Association urged 
in 1921 that federal and state agencies “ex- 
ert their full powers .. . to put and end 
to all so-called ambulatory [clinic] methods 
of treatment for narcotic drug addic- 
tion (3).” This was adopted by the House 
of Delegates of the American Medical As- 
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sociation in 1924 and is still the official 
policy. 

In 1921 another committee of the A.M.A. 
conferred with the U. S. Attorney General 
to see if some of the confusion regarding 
the interpretation of the Harrison Act 
could be eliminated. It was still not clear 
when physicians were violating the law 
and when they were not. The Behrman 
case of 1922 was meant to help supply the 
answer. 

Dr. Behrman was accused of giving an 
addict prescriptions for 150 grains of 
heroin, 360 grains of morphine and 210 
grains of cocaine. This was obviously more 
than was needed to treat any illness. How- 
ever the government made no accusation 
that Dr. Behrman was not treating illness 
and was sustaining addiction. The Su- 
preme Court had already decided in the 
Webb Case that this was against the law. 
The government claimed that prescribing 
drugs for a known addict, as Dr. Behrman 
had done, was illegal, regardless of his in- 
tent. 

The Supreme Court upheld the govern- 
ment. It was against the law to prescribe 
narcotics for an addict for any purpose at 
all. Narcotics could not be “in the sole 
control and subject to the unrestricted dis- 
posal of the drug addict” as they are when 
he purchases them by means of a prescrip- 
tion (4). 

The next case of importance was that 
of Dr. Linder. An agent of the government 
had gotten him to write a prescription for 
cocaine and morphine in small amounts. 
The indictment was similar to that of Dr. 
Behrman. There was no charge that the 
narcotics were given to sustain an addic- 
tion. 

The Supreme Court decided that Dr. 
Linder was not guilty. It said that the 
Harrison Act “says nothing of ‘addicts’ and 
does not undertake to prescribe methods 
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for their medical treatment. They are dis- 
eased and are proper subjects for such 
treatment and we cannot possibly con- 
clude that a physician acted improperly 

. because he has dispensed to one of 
chem: . four small tablets of morphine 
or tnalnn for relief of conditions incident 
to addiction (5).” 

To many, this indicated that the Su- 
preme Court agreed with those who argued 
addicts should be handled by physicians 
and not by the courts. The decision seemed 
to imply that addicts could legally be 
treated by physicians on an ambulatory 
basis with small amounts of narcotics (6). 

The opponents of this argument pointed 
out, however, that the Supreme Court had 
also said that the indictment “does not 
question the doctor’s good faith .. .” and 
“we find no facts alleged in the indict- 
ment ... the doctor .. . transcended the 
limits of professional conduct.” Those who 
believed that treatment of addicts was 
primarily a problem for law enforcement 
agencies felt that the court's deliberate ref- 
erences to the terms of the indictment 
meant that the court had found the doctor 
not guilty merely because of the limited 
indictment. Had the indictment included 
a statement of his intent in supplying the 
drugs he would have been found guilty (7). 

The question of which interpretation is 
correct has never been finally settled. This 
can only be done by another Supreme 
Court decision. However, since the heads 
of most law enforcement agencies subscribe 
to the second view rather than the first, it 
is the second view which is used to prose- 
cute cases. . 

During the late thirties and early forties 
there were no changes in the legal situa- 
tion. Medical treatment of addiction was 
left to the federal government. The pru- 
dent physician’s course with regard to ad- 
dicts was to avoid them. There was very 
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little interest expressed by the medical 
profession in altering this relationship. 

During World War II the number of 
addicts hit an all-time low. This was due 
in great measure to the difficulty in obtain- 
ing illegal narcotics in this country. Shortly 
after the end of the war there was a tre- 
mendous increase. Adolescents, particu- 
larly members of the lower socio-economic 
groups, began to experiment with nar- 
cotics. Many of them became addicted and 
presented a new type of problem. 

The prewar addict had been an adult 
and was often able to support himself and 
his habit by regular employment. His only 
contact with crime was when he bought 
his narcotics. The new addicts were un- 
skilled adolescents, unable to earn any 
money except through crime (9). They 


did not hesitate to resort to crimes of vio- 
lence and many felt they were accounting 
for a significant portion of the total num- 


ber of crimes committed in the United 
States (10). 

In 1951 the Kefauver Committee turned 
its attention to this problem and Congress- 
man Hale Boggs then introduced into Con- 
gress a bill which considerably increased 
the penalties for violation of the Harrison 
Act. It was hoped that this would dis- 
courage the spread of addiction. Included 
in this bill was the unusual provision that 
for convictions after the first, probation, 
parole or suspension of the sentence were 
not permitted (11). At about the same time 
several of the states passed new, more severe 
laws and in'some of these states it became 
a crime to be addicted—e.g. California, 
Michigan, Illinois (17). 

These new laws aroused considerable 
comment and opposition, not only among 
proponents of the theory that addicts 
should be treated as patients, but also 
among some criminologists. One of the 
important innovations of modern penology 
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is the provision for modification of a sen- 
tence depending upon the rehabilitation 
potential and achievement of the convict. 
A judge is able to give an indeterminate 
sentence or suspend a sentence or put a 
prisoner on probation if he feels this would 
be valuable. Similarly, a parole board may - 
shorten a sentence if it finds a prisoner so 
rehabilitated he is ready to return to so- 
ciety before his sentence is up. By elimi- 
nating these discretionary measures the 
Boggs bill singled out the narcotics viola- 
tor from all other kinds of criminals. 

Secondly, by making addiction itself a 
crime, the local laws, it was felt, were 
punishing individuals for being mentally 
ill. This was said to be a step backward 
toward medieval practices. 

At about this time the dissatisfaction of 
various groups of workers in the field be- 
came public. They felt that the new laws 
were a retreat from knowledge of modern 
medicine and criminology. Addicts were 
being sent to prisons where they received 
no therapy and were then released only to 
get into the same trouble again. Despite 
intensive work by law enforcement agen- 
cies the number of addicts was increasing. 
The limited facilities available in this coun- 
try for treatment of addicts, principally 
the two federal hospitals, had been found 
to be relatively ineffective in producing 
permanent cures. 

The Committee on Public Health of the 
New York Academy of Medicine delved 
into the above problems and then put forth 
a six-point program which immediately 
became the center of heated controversy. 
The program began with the statement 
that the addict is primarily sick and not 
a criminal. It included proposals that the 
government supply drugs at low cost to 
addicts in conjunction with efforts to have 
them undergo withdrawal and rehabilita- 
tion; that addicts resistant or refractory 
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to therapy be legally supplied with drugs 
at low cost; that there be a distinction in 
criminal law between addicts and nonad- 
dicted sellers of narcotics; and that an edu- 
cational program be instituted to inform 
the public of the dangers of addiction (12). 

The critics of the Committee’s plan in- 
cluded the Federal Bureau of Narcotics. 
The critics presented statistics to show that 
most addicts were criminals before they 
were addicts and therefore did not deserve 
hospital treatment. They said that for the 
government to supply low cost narcotics 
would be a return to the earlier clinic plan, 
which had failed. In addition they felt 
that an educational program about addic- 
tion would excite the curiosity of young- 
sters to try the drugs rather than be dis- 
couraging (13). 

In 1955 committees of both the House 
of Representatives and the Senate held 
hearings on the narcotics problem. Once 
more the same arguments were heard. The 
report of the Senate Committee appeared 
in 1956. It stated that the illicit drug traf- 
fic in the United States had trebled since 
World War II; that drug addiction is re- 
sponsible for approximately 50 per cent 
of the crime in the larger metropolitan 
areas; that present criminal laws and pro- 
cedures are insufficient to insure apprehen- 
sion and punishment of narcotic offenders; 
and that penalties for narcotics violations 
are too low (13). 

The result of the two investigations was 
the Narcotic Control Law of 1956. This 
considerably increased the penalties for 
various offenses, eliminated the possibility 
of suspended sentence and of probation or 
parole for second or latter offenses and per- 
mitted the death penalty for sale of nar- 
cotics to minors (14). 

In 1957 the Council on Mental Health 
of the American Medical Association issued 
a report which summarized the situation 
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to date. It then commented that although 
few facts were available on which to base 
an opinion, the “clinic plan” as embodied 
in the Academy.of Medicine proposal 
would not cut down the spread of addic- 
tion. It felt that the strict penalties in force 
for possession of narcotics should be eased 
to permit rehabilitation and treatment of 
offenders. 

It recommended that “institutional care 
programs [be developed] in cities and states 
with significant [addiction] problems;” “de- 
velopment of programs for intensive post- 
institutional treatment of addicts;” “devel- 
opment of methods for commitment of 
addicts by civil action rather than through 
.. . the criminal courts;” and finally, sup- 
port for increased research and for mental 
health programs. : 

It was further stated that “it does not 
seem feasible to recommend the establish- 
ment of clinics for the supply of drugs to 
addicts. This opinion should be subject 
to frequent review (15).” 

The latest group to consider and recom- 
mend changes in the narcotics laws is a 
joint committee of the American Bar Asso- 
ciation and the American Medical Associa- 
tion. The final report of this group ap- 
peared in 1959. It stated that there appears 
to have been a considerable increase in 
drug addiction in the United States and 
that there is a grave question whether se- 
vere jail sentences are the most rational 
way of dealing with addiction. It suggested 
research be done in several areas of addic- 
tion, including an experimental facility 
for outpatient treatment of addicts (16). 

The Federal Bureau of Narcotics was, 
in general, strongly opposed to the findings 
and suggestions of this report. In reply it 
issued its own collection of statements by 
its own group of experts opposing those 
of the A.B.A.—A.M.A. committee (7). Al- 
though both the A.B.A.—-A.M.A. report 
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and the answer by the Bureau of Narcotics 
were rather detailed, the data and discus- 
sion in both were essentially the same as 
material presented before. 

There the issue presently stands. Un- 
doubtedly the last word has not been 
spoken on the handling of narcotics law 
violators but it will probably be a number 
of years before any new laws are seriously 
considered, It will be many more years 
before agreement is reached on the best 
way to cure a narcotics addict. 


SUMMARY 


With the beginning of legal control over 
the use of narcotics in the United States 
in 1914, a debate began which still con- 
tinues: can narcotics addiction best be 
wiped out by treating addiction as an ill- 
ness and preventing exploitation of addicts 
through supplying narcotics at low cost or 
by treating addiction as a crime and mak- 
ing the penalties so severe that illegal sale 
of narcotics no longer seems profitable? 

At first the use of clinics to provide nar- 
cotics cheaply for addicts was tried. The 
clinics were closed after it was generally 
felt they were not successful. Physicians 
were warned to avoid treating addicts with 
narcotics and most physicians soon came 
, to refuse to treat addicts at all. Following 
World War II the number of addicts in- 
creased tremendously and the penalties for 
violation of the Harrison Act were in- 
creased. Suggestions were then made to 
devote more energy to medical treatment 
of addicts as well as provision of low cost 
drugs. The Federal Bureau of Narcotics 
objected strongly. The debate continues 
with no end in sight. 
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An exploratory study of culture 
change and mental health among 
certain Filipino college students 


This paper is intended to provide an ex- 
ploratory and quite limited test of the hy- 
pothesis that culture change is associated 
with increased symptoms of personality dis- 
orders. Most students of modern society 
appear to believe that change is one of the 
important determinants of mental illness.’ 
Yet the thorough study of one modern area 
over a period of years has thrown some 
doubt upon this assumption.? Similar dis- 
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1Cf. Rennie, Thomas, A. C., and Luther E. Wood- 
ward, Mental Health in Modern Society (New York: 
The Commonwealth Fund, 1948) and Horney, 
Karen, The Neurotic Personality of Our Time 
(New York: W. W. Norton & Co., Inc, 1937). 


2 See Goldhamer, Herbert, and Andrew Marshall, 


agreements over primitive and underde- 
veloped societies reflect the uncertain status 
of the foregoing assumption and the great 
need for empirical evidence.® 

The research to be reported here is based 
in part upon a larger study of mental 
health problems in Kalamazoo, Michigan.‘ 





Psychosis and Civilization (Glencoe, Ill: The Free 
Press, 1949). 

3 Compare, for example, the theories and data in 
Cultural Patterns and Technical Change, Margaret. 
Mead, ed., (Paris: UNESCO, 1953); Eaton, Joseph, 
Culture and Mental Disorders (Glencoe, Ill.: The 
Free Press, 1955); and Li, Tsung-Yi, “Effects of 
Urbanization on Mental Health,” International - 
Social Science Journal, 11(1959), 24-33. 

4With the aid of a grant from the National In- 
stitute of Mental Health, the study sought to com- 
pare the prevalence of hospitalized mental illness 
with that of mental health problems in the com- 
munity. To do this, a random sample of over 
1,000 families was interviewed. Analysis of the 
data is currently in process. The project staff in- 
cluded: Jerome G. Manis, director; Chester L. Hunt, 
field survey supervisor; and Leonard C. Kercher, 
hospital data analyst. 
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Included in that survey were 22 symptom 
questions obtained from the New York 
midtown research. These questions were 
administered to mental patients in the Kal- 
amazoo State Hospital and to students at 
Western Michigan University. 

Frequencies of the symptoms were also 
explored among students at Silliman Uni- 
versity, Dumaguete City, Philippines. In 
addition, each Filipino student submitted 
a term paper which included case history 
materials. This information constitutes the 
basic—and admittedly limited—data of the 
present report. It is hoped that the purely 
tentative findings will stimulate more 
comprehensive inquiries into this unex- 
plored domain of Philippine life.* 





5 The symptoms used in these questions were those 
found to be moderately correlated with the over- 
all mental illness assessment of individual cases 
by a panel of psychiatrists. Grateful acknowledg- 
ment for the use of these data, as well as for per- 
sonal comments and suggestions, is owed to Dr. 
Alexander Leighton and Dr. Thomas Langner. It 
should be noted that the symptoms have been ex- 
plored only among American populations and may 
or may not be applicable to other cultures. Con- 
siderably more extensive research would be needed 
to validate the present procedures. 


6 The writer knows of no other empirical studies 
of incidence or nature of mental disorders in the 
Philippines nor, apparently, did the Philippine 
Department of Mental Health or the Philippine 
Mental Health Association. It is encouraging to 
learn that the latter organization is now or 
in an extensive research project. 


t This assumption is open to debate. The lack 
of precise criteria of culture change suggests the 
present advantage of research within given societies 
and the barriers to cross-cultural comparisons. 
Thus, Chester L. Hunt suggests that while quanti- 
tative social changes are greater in the United 
States, the transition from a predominantly rural 
and gemeinschaft-type society to a more urban, 
industrial and gesellschaft society is qualitatively 
more important. See Hunt, Chester L., Sociology 
in the Philippine Setting (Manila: Alemar’s, 1954), 
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SYMPTOM FREQUENCIES 

Table 1 contains a summary of the com- 
parative findings. Philippine students re- 
ported more symptoms than did the Ameri- 
can students and the American mental pa- 
tients. Before attempting to interpret these 
findings, several cautions need to be em- 
phasized: (1) the groups studied are not 
random samples in any technical sense; 
therefore the conventional tests for signifi- 
cance are hardly applicable; (2) differences 
in culture may result in differential inter- 
pretations of behavior or of willingness to 
admit symptoms; (3) the items used in the 
survey are neither definitive nor known to 
be entirely valid. 

Given these reservations, the present find- 
ings suggest that the average rate of re- 
ported symptoms among the “normal” 
Americans is lower than that of the “nor- 
mal” Filipinos. If the data are valid, how- 
ever, the original hypothesis is not sus- 
tained. One assumption of the present 
report i3 that the United States is changing 
at a more rapid rate than the Philippines.” 


TABLE 1 


Mean symptom frequencies of the 
groups studied 





Mean number 
of reported 
symptoms 


Number of 
Group studied cases 





Kalamazoo 
Social science 
students 
Social psychology 
students 
Inservice teachers 
Mental hospital 
patients 
Dumaguete City 
Social science 
students 








Mental health among Filipino college students 


Revision of the hypothesis appears indi- 
cated, so let us consider some of the specific 
symptoms admitted by the Filipino stu- 
dents. 

Among the most frequently reported 
symptoms were “wondering whether any- 
thing is worthwhile anymore,” “restless- 
ness,” inability to “get going,” worries, 
feelings of isolation, nervousness and 
headaches. Least common were poor ap- 
petite, fainting spells, trembling hands, 
upset stomachs, feelings of physical weak- 
ness. As compared to Americans, the symp- 
toms appeared on the whole to be be- 
havioral and interpersonal rather than 
psychosomatic. Moreover the most fre- 
quent symptoms that the Filipino students 
have in common might be conceived as 
“aspiration dissatisfaction.” * This inter- 
pretation is clearly speculative. Yet from 
it we may deduce a modification of the 
original hypothesis, viz: when cultural 
change produces unrealistic levels of as- 
piration, symptoms of personal inadequacy 
are increased. 


STUDENT ASPIRATIONS AND 
SYMPTOMS 


Some relationships between aspirations and 
symptoms may be seen in Table 2. No 
scores are reported for the failing students 
since four of the six in this category neg- 
lected either to submit or complete their 
schedules. Freedom from symptoms ap- 
pears to favor high grades.® Of course it 
is possible that the relationship is reversed 
and that high grades are responsible for 


low frequency of symptoms, or even that. 


both are mutually dependent upon some 
other variable. 

Some confirmation for the latter inter- 
pretation was evidenced in the term papers 
of the Filipino students. Many disclosed 
how important it was for them to do well 
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TABLE 2 
Student grades and symptoms 





Frequency of symptoms 





Number 


Final grade of cases Low High 


A (Excellent) 9 67% 33%, 
B (Good) 16 50%, 50% 
C (Fair) 32 31%, 69% 
D (Poor) ° TT 18%, 82%, 








in school in order not to disappoint their 
families. In a familistic society such as 
the Philippines,!° such pressures may be 
a severe burden to the individual. 

The student’s troubles seem to be of a 
“social” nature. Most commonly this was 
“getting along with other people.” Such 
a difficulty is typically adolescent, at least 





Chap. 10. By way of analogy, the change of a few 
degrees of temperature between 30° and 35° or 
between 210° and 215° means the difference be- 
tween ice and water or water and steam. Similarly, 
the impact of “minor” changes in underdeveloped 
nations may be more significant psychologically 
than the consequents of the far more numerous 
innovations in advanced societies. 

8 The pattern of symptoms would appear to cor- 
respond to what has been called the “ritualism” 
adaptation to striving, wherein the individual's 
goals appear remote while adherence to the means 
for their achievement is sustained. See Merton, 
Robert K., Social Theory and Social Structure 
(Glencoe, Ill: The Free Press, 1957). See also the 
concept of “behavioral ritualism” in Dubin, Robert, 
“Deviant Behavior and Social Structure: Continui- 
ties in Social Theory,” American Sociological Re- 
view, 24(1959), 149. : 

9 The findings would appear to justify realistic 
entrance examinations for university students. The 
inadequate student pays a double price for his 
effort—failure and frustration. 

10Cf. Fox, Robert B., “The Study of Filipino 
Society and Its Significance to Programs of Eco- 
nomic and Social Development,” Philippine Socio- 
logical Review, 7(1959), 2-11. 
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TABLE 3 


Community change and symptoms 


TABLE 5 


Migration and symptoms 





Frequency 
of symptoms 





Number 
of cases Low High 


Extent of change in 
home community 


Frequency 
Length of of symptoms 


family residence in 





Number 


present community of cases Low High 





Low to moderate 33 52% 48%, 
Much to very much 20 25% 75% 


0-15 years 21 48% 52% 
Over 15 years 21 67% 33% 





for societies in which the transition to 
adulthood is “a time of trouble.” Inter- 
personal problems are bound to be accentu- 
ated by young people who feel themselves 
—as did students—to be “marginal people” 
still tied to the old ways while desirous of 
the new. 

The influence of change upon these in- 
dividuals is also shown in Table 3. Inter- 
pretations of change in their own commu- 
nities by the students themselves are found 
to be associated with frequency of the 
symptoms. Those individuals troubled by 
symptoms of mental disorder may perceive 
more change than actually takes place. 

However, more objective measures of 
change are also linked to the frequency of 
symptoms. (See Tables 4 and 5.) The small 
number of students who come from com- 
munities which lack high school facilities 
limits the applicability of our findings. 


TABLE 4 


School facilities and symptoms 





Frequency 
Kind of of symptoms 
school available in 


home community Low High 








Elementary school 
only 70% 30% 
High school 51% 49%, 


But if the trend is valid, one should expect 
to find fewer symptoms in areas that do 
not blindly raise expectations. 

That migration is also associated with 
symptoms is also in accord with our re- 
vised hypothesis. As Table 5 shows, the 
families who show high residential stability 
have children with fewer symptoms of 
mental disorder. 

Our final table reports the hoped-for 
place of residence for the students. Al- 
though the differences are quite small, it 
will be seen that the “rural bound” are 
most free of symptoms. Although this find- 
ing accords with the “anticipatory socializa- 
tion” theory, it, like the preceding data, 
points up the dysfunctional aspect of cul- 
ture change—aspirations raised above real- 
istic expectations. 

“, .. through a kind of anticipatory so- 


cialization, [men] take on the values of 
the group to which they aspire . . . an- 


TABLE 6 


Urban-rural aims and symptoms 





Frequency 
of symptoms 





Area student 
hopes to live in Low High 





Urban 33% 67% 
Rural 46% 54%, 





392 





Mental health among Filipino college students 


ticipation socialization is functional for 
the individual only within a relatively 
open social structure providing for mo- 
bility . . . becomes dysfunctional for the 
individual who becomes the victim of 
aspirations he cannot achieve and hopes 
he cannot satisfy.” 12 


Other factors examined in the study and 
found with scant relationship to frequency 
of symptoms were: size of family, father’s 
education, religion of parents, population 
of home community, urban-rural residence, 
gemeinschaft-gesellschaft relationships, self- 
reports of personality adjustment and) 
striving. 


CONCLUSION 

Limitations in the sampling, the semantics 
and the validity of the research preclude 
definitive conclusions or generalizations. 
The intent of the research is rather to ex- 
plore and to provide some initial bench- 
marks or targets for further inquiry. So 


defined and circumscribed, the present re- 
search suggests the hypothesis that mental 
disorders in the Philippines are increasing. 
Insofar as aspirations for personal progress 
are raised by changed cultural patterns— 
urbanization,!? migration,’* mass educa- 
tion, professional opportunities—some 
amount of personal failure and frustration 
is to be expected. If aspirations are widely 
raised without commensurate opportunities 
(e.g., good grades or open careers) equally 
widespread dissatisfaction with self or so- 
ciety may be predicted. Some evidence of 
the latter tendency is already available.’ 
Much less is known of the consequents for 
mental well-being.'® 


MANIS AND MANIS 


The methods, the hypotheses and the 
tentative findings clearly suggest the need 
for full-scale, comprehensive: studies of 
mental illness. Other samples and symp- 
tom inventories may arrive at different con- 
clusions. Only by continuous inquiry will 
valid knowledge of mental disorders in 
“underdeveloped nations” be achieved. 
Without such knowledge the human costs 
of technical and social development can 
hardly be appreciated or effectively min- 
imized. 





11 Merton, Robert K. and Alice S. Kitt, “Contribu- 
tions to the Theory of Reference Group Behavior,” 
Continuities in Social Research: Studies in the 
Scope and Method of the American Soldier, Robert 
K. Merton, ed. (Glencoe, Ill.: The Free Press, 1950), 
87-88. 


12 These dissatisfactions and their sources are well- 
portrayed in Gabila, Antonio S., “The Farmer Goes 
to the City,” Sunday Times Magazine (Philippines), 
September 6, 1959, pp. 10ff. 


183A forthcoming publication by Agaton Pal, Hu- 
man Resources, Levels of Living and Aspirations, 
discloses that about two out of every five rural 
families in Negros Oriental, Philippines, reported 
attempted migrations which failed. 

14E.g., rural discontent and social movements. See 
such reports as: Rivera, Generoso F., and Robert 
T. Macmillan, The Rural Philippines (Manila: 
Mutual Security Agency, 1952) and Scaff, Alvin, 
The Philippine Answer to Communism (Stanford, 
Calif.: Stanford University Press, 1955). 


15 One recent study theorizes that “large compo- 
nents of [aspiration] unrealism . .. lead us to 
expect serious psychological and social-psychological 
consequences of the failure to realize the aspira- 
tions.” See Antonovsky, A., and M. J. Lerner, 
“Occupational Aspirations of Lower Class Negro 
and White Youth,” Social Problems, 7(1959), 137. 








FREDERICK HERZBERG, Pu.D. 
ROY M. HAMLIN, Pu.D. 


A motivation-hygiene 


concept of mental health 


This paper presents a concept of mental 
health based on a study of job attitudes, 
which has been reported in The Motiva- 
tion to Work (2). The concept emphasizes 
the distinction between a positive mental 
health and a negative mental illness. These 
two aspects emerged as operationally dis- 
tinct in the study of job attitudes. This 
operational distinction may have impor- 
tant theoretical and research implications 
in the study of behavioral disorders. If 
two dimensions or modes of response—a 
positive or approach dimension and a nega- 
tive or avoidance dimension—can be dis- 
tinguished, new problems may arise and 
old confusions disappear. 

Both classical writings and recent papers 
suggest ideas similar to those set forth here. 
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Although the concept is not entirely new, 
two contributions may be new. First, the 
concept needs to be clearly stated. Second, 
the operational distinction between the 
factors associated with approach behaviors 
and the factors associated with avoidance 
behaviors need to be clearly defined and 
clothed in some theoretical framework. 

The present paper will cover: (1) a brief 
review of the concept as developed in the 
study of job attitudes; (2) a generalization 
of this concept to the definition of mental 
health and mental illness; (3) some com- 
ment on how this concept fits with tradi- 
tional analytical thinking and with newer 
developments in the bio-chemistry of emo- 
tional disorders; and finally, (4) a comment 
on research implications. 

In The Motivation to Work a theory of 
job motivation was presented which con- 
sidered adjustment to work to be made up 
of two separate dimensions; the first com- 
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ponent dealing with job satisfaction and 
the second component, with job dissatis- 
faction. The important feature of this 
theory is the implication that these two 
components of work adjustment are not op- 
posites; rather, they are two distinct dimen- 
sions. The theory was generalized from 
data obtained by examining both the sub- 
jective and objective nature of jobs in 
which employees reported that they were 
unusually happy and unhappy. 

Two sets of factors emerged. Unhappy 
employees reported situations which were 
characterized by poor company policies and 
administrative practices, poor supervision, 
poor interpersonal relationships, poor 
working conditions and unfair salary sched- 
ules. The favorable side of these factors, 
however, rarely appeared in the job situa- 
tions when the respondents considered 
themselves happy with their work. It seems 
that these factors were of primary impor- 
tance to the prevention of job dissatisfac- 
tion and had little effect in altering job 
‘attitudes to a positive state of satisfaction. 
In addition, they were alike in that they all 
referred, to the environment in which the 
job task was performed and not to the job 
itself. Because they essentially described 
the job environment and served primarily 
as preventives, they were named the “hy- 
giene” factors, in analogy with such medi- 
cal hygiene approaches as water purifica- 
tion, garbage disposal, smoke control, 
housing control, all of which pertain to 
the environment and serve basically to pre- 
vent ill health. 

As already Gtated, the analysis of the 
situations in which job satisfaction was re- 
ported rarely revealed these hygiene fac- 
tors. Instead a completely different set 
was found. The five most frequent were 
achievement, task responsibility, profes- 
sional advancement, interesting work and 
recognition for achievement. These factors 
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also operated in only one direction, but 
this time to bring about job satisfaction 
and were not involved in the creation of 
job dissatisfaction. Because of their role in 
positive improvement of job attitudes and 
also their discovered effects in enhancing 
work performance, they were named the 
“motivators,” in tune with a popular con- 
notation of motivation. An important fur- 
ther distinction between the hygiene factors 
and the motivators was that the latter per- 
tained to the job content in contrast to the 
job context of the “hygiene” factors. 

The major implication of the motiva- 
tion-hygiene theory involves this concept 
of two separate dimensions. These dimen- 
sions are distinct in the sense that each 
depends on its own separate set of factors. 
One set of factors leads to high satisfac- 
tion but does not contribute in any appre- 
ciable degree to dissatisfaction. Instead, it 
is another set of factors which determine 
dissatisfaction and these, in turn, contrib- 
ute little to high satisfaction. The distinc- 
tion between these two dimensions has 
importance for two reasons. First, the 
relevant factors are specified, derive from 
research data and not from armchair spec- 
ulation and permit systematic manipula- 
tion and analysis. Second, the distinction 
involves a point of view, or conceptual 
shift. This conceptual shift will almost 
certainly lead to major changes in research 
on job satisfaction. Essentially the same 
shift could well lead to an equally impor- 
tant change in theory and research on 
mental health. 

The implications for mental health are 
best introduced by a brief summary of the 
subjective reactions of the employees as to 
why the various factors affected them the 
way they did. For the job dissatisfied situa- 


‘tion the subjects reported they were made 


unhappy mostly because they felt they were 
being treated unfairly or that they found 
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the situation unpleasant or painful. On 
the other hand, the common denominator 
for the reasons for positive job attitudes 
seemed to be variations on the theme of 
feelings of psychological growth, the ful- 
fillment of self-actualizing needs. There 
was an approach-avoidance dichotomy with 
respect to job adjustment. A need to avoid 
unpleasant job environments led to job 
dissatisfaction; the need for self-realization 
led to job satisfaction when the opportu- 
nity for self-realization was afforded. 

An “hygienic” environment prevents dis- 
content with a job but such an environment 
cannot lead the individual beyond a mini- 
mal adjustment consisting of the absence 
of dissatisfaction. A positive “happiness” 
seems to require some attainment of psy- 
chological growth. 

It is clear why the hygiene factors fail 
to provide for positive satisfactions: they 
do not possess the characteristics necessary 
for giving an individual a sense of growth. 
To feel one has grown depends on achieve- 
ment in tasks which have meaning to the 
individual. Since the hygiene factors do 
not relate to the task, they are powerless. 
Growth is dependent on some achievements 
but achievement requires a task. The 
motivators are task factors and thus are 
necessary for growth; they provide the psy- 
chological stimulation by which the indivi- 
, dual can be activated toward his self-real- 
ization needs. 

To generalize from job attitudes to men- 
tal attitudes, we can think of two types 
of adjustment for mental health. First, 
an adjustment to the environment which 
is mainly an avoidance adjustment; sec- 
ond, an adjustment to oneself, which is 
dependent on the successful striving for 
psychological growth, §self-actualization, 
self-realization, or most simply, being psy- 
chologically more than one has been in the 
past. ‘ 
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To be sure the “concept of self-actualiza- 
tion, or self-realization as a man’s ultimate 
goal has been focal to the thought of many 
personality theorists, For such men. as 
Jung, Adler, Sullivan, Rogers and Gold- 
stein the supreme goal of man is to fulfill 
himself as a creative, unique individual 
according to his own innate potentialities 
and within the limits of reality. When he 
is deflected from this goal he becomes, as 
Jung says, ‘a crippled animal!’ (2).” Such 
a philosophy in itself, however, fails to de- 
fine self-actualization and fails to specify 
the factors relevant and necessary for re- 
search progress. Mental health remains 
to) unique, individual and vitalistic. It is 
a highly personal program or urge which 
can only be released by hygiene measures 
to remove mental illness, and by passive 
and pious nonintervention. 

Without gainsaying the inherent indi- 
viduality of self-actualization, The Motiva- 
tion to Work takes a tentative but firm 
step in the direction of specifying the fac- 
tors essential to eliciting mental health. To 
paraphrase John C, Flanagan, speaking on 
The Motivation to Work, only a small 
number of interrelated factors are respon- 
sible for mental health. The key to an 
understanding of mental health is to be 
found in a sense of personal growth and 
of self-actualization resulting from the fol- 
lowing group of factors: achievement, re- 
sponsibility, meaningful work and advance- 
ment (1). This list of factors, admittedly 
tentative, nevertheless establishes a pre- 
liminary basis for the systematic research 
analysis and manipulation of mental 
health. 

Traditionally, mental health has been 
regarded as the obverse of mental illness. 
Mental health, in this sense, is the mere 
absence of mental illness. At one time, the 
psychoanalyst anticipated that mental 
health would be automatically released 
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when the conflicts of mental illness were 
resolved. And currently, the biochemist 
hopes that mental health will bloom once 
Serotonin and Norepinephrine are prop- 
erly balanced and optimimally distributed 
in the brain. The removal of mental ill- 
ness will automatically result in mental 
health. 

In essence, this traditional view ignores 
mental health. In general, the focus has 
been on mental illness—on anxiety, anx- 
iety reducing mechanisms, past frustra- 
tions, childhood trauma, distressing inter- 
personal relations, disturbing ideas and 
worries, current patterns of inefficiency and 
stressful present environment. Except for 
sporadic lip service, positive attitudes and 
experiences have been considered chiefly 
in an atmosphere of distress and depend- 
ency. 

The factors which determine mental ill- 
ness, it is suggested, are not the obverse 
of the mental health factors. Rather the 
mental illness factors belong to the cate- 
gory of hygiene factors which describe the 
environment of man and serve to cause 
illness when they are deficient, but they 
effect little positive increase in mental 
health. They are factors which cause avoid- 
ance behavior, but only, as we shall de- 
velop, in the “sick” individual do they 
activate approach behavior. The implica- 
tions of the conceptual shift for job 
satisfaction becomes apparent at once. 
Traditional research has focused almost 
exclusively on only one set of factors, on 
the hygiene or job context factors. The 
motivating factors, the positive or self-ac- 
tualizing factors, have been largely‘ neg- 
lected. The thesis of the present paper 
holds that a very similar neglect has char- 
acterized traditional research on mental 
health. 

Specifically, the resolution of conflicts, 
the correction of biochemical imbalance 


and the modification of psychic defenses 
could all be assigned to the attempts to 
modify the hygiene or avoidance needs of 
the individual. The positive motivating 
factors—self-actualization and personal 
growth—have received treatment of two 
sorts. Either they have been neglected and 
dismissed as essentially not relevant or they 
have been regarded as so individually 
sacred and vague as to defy research anal- 
ysis, At best, the mental health factors 
have been looked upon as important forces 
which could be ,released by the removal 
of mental illness factors. 

The motivation-hygiene concept stresses 
three points regarding mental adjustment. 
First is the proposition that mental illness 
and mental health are not on the same 
dimension. Contrary to classical psycho- 
analytical belief, the degrees of adjustment 
do not scale from sickness to positive 
health; rather, there are degrees of sick- 
ness and degrees of health. The degree 
of sickness reflects an individual’s reaction 
to the hygiene factors, while the degree of 
mental health represents his reaction to 
the “motivator” factors. 

Second, the “motivator-mental health” 
aspect of personal adjustment has been 
sadly neglected in theory, research and 
application. The positive side of personal 
adjustment has been considered to be a 
dividend or consequence’ of successful at- 
tention to the “negative-maladjustment” 
side. Third is a new definition or idea of 
mental illness that we should now like to 
develop and propose. The new definition 
derives from the first proposition that 
mental illness is not the opposite of mental 
health and also is suggested by some data 
obtained in the job attitude studies. 

While the incidents in which job satis- 
faction were reported almost always con- 
tained the factors which related to the job 
task—the motivators—there were a few in- 
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dividuals who reported receiving job sat- 
isfaction solely from hygiene factors, that 
' is from some aspect of the job environ- 
ment. Commenting on this reversal in The 
Motivation to Work, Herzberg, et al. sug- 
gest that “there may be individuals who 
because of their training and because of 
the things that have happened to them 
have learned to react positively to the fac- 
tors associated with the context of their 
jobs.” These “hygiene seekers” are prima- 
rily attracted to things which in the ma- 
jority of the working population serve only 
to prevent dissatisfaction and not to be a 
source of positive feelings. The hygiene 
seeker has not reached a stage of person- 
ality development wherein self-actualizing 
needs are active. From this point of view 
he is fixated at a less mature level of per- 
sonal adjustment. 

Implied in The Motivation to Work is 
the admonition to industry that the lack 
of “motivators” in jobs will increase the 
sensitivity of employees to real or imagined 
bad job hygiene and consequently the 
amount and quality of hygiene given to 
employees must be constantly improved. 
There is also the reported finding that the 
relief from job dissatisfaction by hygiene 
factors has only a temporary effect and as 
such adds to the necessity for more frequent 


attention to the job environment. The hy-. 


giene factors partake of the quality of 
opiates for meaningless work. The indi- 
vidual becomes unhappy without them but 
relieved only temporarily with them, for 
their effects soon wear off and the hygiene 
seeker is left chronically dissatisfied. 

A hygiene seeker is not just a victim of 
circumstances but is motivated in the di- 
rection of temporary satisfaction. It is not 
that his job offers little opportunity for 
self-actualization; rather, it is that his needs 
lie predominantly in another direction, 
that of satisfying avoidance needs. He is 
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seeking positive happiness via the route 
of avoidance behavior. His resultant 
chronic dissatisfaction is an illness of mo- 
tivation, Chronic unhappiness, a motiva- 
tion pattern that insures continual dissatis- 
faction, a failure to grow or want to grow— 
these characteristics add up to a neurotic 
personality. 

We would like to suggest that the neu- 
rotic is an individual with a lifetime pat- 
tern of hygiene seeking; and that the defini- 
tion of a neurotic in terms of defenses 
against anxiety arising from early psycho- 
logical conflicts (if valid) at best represents 
the origin of his hygiene seeking. The 
motivation-hygiene view of a neurotic ad- 
justment is free of necessary ties with any 
theory of etiology and our thesis is there- 
fore made independent of conceptualiza- 
tions regarding the traditional dynamics of 
personality development and adjustment. 
In fact, we suggest that the neurotic moti- 
vation pattern of hygiene seeking is mostly 
a learned process which arises from the 
value systems endemic in society. Our so- 
cial critics appear to be closer to the fun- 
damental problems of our mental health 
crisis than the more dogma-minded be- 
havioral scientists, 

Since total adjustment depends on the 
satisfaction of two separate types of needs, 
we can attempt a rough operational cate- 
gorization of adjustment by examining the 
sources of a person's satisfactions. A first 
category is characterized by “positive men- 
tal health.” Persons in this category show 
a preponderance of lifetime satisfactions 
coming from situations in which the mo- 
tivator factors are paramount. These fac- 
tors are necessary for providing a sense of 
personal growth. They can be identified 
as directly involving the individual in 
some task, project or activity in which 
achievement or the consequences of 
achievement are possible. Those factors 





Motivation-hygiene concept of mental health 


found meaningful for industrial job satis- 
faction may not be complete or sufficiently 
descriptive to encompass the total life pic- 
ture of an individual. Other factors may be 
necessary to describe the motivators in this 
larger sense. Whatever they may be, the 
criteria for their selection must include ac- 
tivity on the part of the individual—some 
task, episode, adventure or activity in 
which the individual achieves a growth 
experience and without which the indivi- 
dual will not feel unhappy, dissatisfied or 
uncomfortable. In addition, to belong to 
this positive category, the individual must 
have frequent opportunity for the satisfac- 
tion of these motivator needs. How fre- 
quent and how challenging the growth op- 
portunities must be will depend on the 
level of ability (both genetic and learned) 
of the individual and secondly, on his tol- 
erance for delayed success, This tolerance, 
too, may be constitutional, learned or gov- 
erned by dynamic conflicts; the source 
doesn’t really matter to the argument. 

The motivation-hygiene concept may 
seem to involve certain paradoxes. For ex- 
ample, is all achievement work and no 
play; and is the individual of limited abil- 
ity doomed to be a nonachiever, and there- 
fore a hygiene seeker? The answers should 
be obvious already. 

In regard to work and play, achieve- 
ments include all personal growth experi- 


ences. The book on The Motivation to- 


Work does focus on industrial production, 
demanded by society or company policy. 
The satisfying sequences reported, how- 
ever, are rich in examples of creativity and 
individual initiative. Artistic and scholarly 
interests, receptive openness to new in- 
sights, true relaxation and regrouping of 
growth potentials (as contrasted with plain 
laziness) are all achievement or elements 
in achievement. Nowhere is the balanced 
work-play growth element in achievement 


HERZBERG AND HAMLIN 


more apparent than in the mentally healthy 
individual. 

In regard to limitations resulting from 
meagre ability, the motivating history of 
achievement depends to an important de- 
gree on a realistic attitude. The individual 
who concerns himself largely with vague 
aspirations, completely unrelated to his 
abilities and to the actual situation, is sim- 
ply one variety of hygiene seeker.. He does 
not seek satisfaction in the job itself; 
rather he seeks it in those surrounding con- 
ditions which include such cultural noises 
as “any American boy can be president” 
or “every young man should have a col- 
lege degree.” The previous quotation may 
be repeated: “the supreme goal of man is 
to fulfill himself as a creative, unique in- 
dividual according to his own innate po- 
tentialities and within the limits of reality.” 
(Italics have been added.) 

A final condition for membership in this 
most adjusted group would be a good life 
environment or successful avoidance of 
poor hygiene factors. Again those men- 
tioned previously for the work situation 
may not suffice for all the environments 
of the individual. 

Three conditions then will serve to de- 
fine a mentally healthy individual. Seek- 
ing life satisfaction through personal 
growth experiences (experiences defined as 
containing the motivator factors); sufficient 
success commensurate with ability and tol- 
erance for delay, to give direct evidence of 
growth; and finally, successful avoidance 
of discomfort from poor hygiene. 

A second category of individuals are 
characterized by “symptom free adjust- 
ment.” Individuals grouped in this cate- 
gory would also have sought and obtained 
their satisfactions primarily from the mo- 
tivator factors. However, their growth 
needs will be much less reinforced during 
their life because of the lack of opportu- 
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nity. Such individuals will not have 
‘ achieved a complete sense of fulfillment be- 
cause of circumstances extrinsic to their 
motivation. Routine jobs and routine life 
experiences attentuate the growth of these 
individuals, not their motivation. Because 
their motivation is “healthy” we do not 
place these persons on the “sick” continuum. 
In addition, those in this category must 
have sufficient satisfactions of their hygiene 
needs. 

The next category represents a qualita- 
tive jump from the mental health dimen- 
sion to the mental illness dimension. We 
may call this category the maladjusted. 
The basic characteristic of persons in this 
group is that they have sought satisfaction 
in life primarily from hygiene sources. 
There is an inversion of motivation away 
from the approach behavior of growth to 
the avoidance behavior of comfortable en- 
vironment. This is the hygiene seeker. His 
maladjustment is defined by the direction 
of his motivation and is evidenced by the 
environmental source of his satisfactions. 

Many in this category will have had a 
significant number of personal achieve- 
ments but since their motivation pattern 
emphasizes hygiene desires, their achieve- 
ments result in no growth experience. We 
have commented before that hygiene sat- 
isfactions are short-lived and thereby par- 
take of the characteristics of opiates. The 
environmental satisfactions for persons 
whom we call maladjusted must be rather 
frequent and of substantial quality. It is 
the satisfactions of their hygiene needs 
which differentiate the maladjusted from 
the final category in our system—mentally 
ill. 

The mentally ill are lifetime hygiene 
seekers with poor life environments (as 
perceived by the individual). This poor 
environment may be realistic or may reflect 
mostly the accentuated sensitivity to hy- 
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giene deprivation because of their inver- 
sion of motivation. 

The motivation-hygiene concept holds 
that mental health depends on the indi- 
vidual’s history or past experience. In his 
history the healthy individual has suc- 
ceeded in growth achievements. In con- 
trast, mental illness depends on a different 
pattern of past experience. The unhealthy 
individual has concerned himself with sur- 
rounding conditions; his search for satis- 
faction has focused on the limitations 
imposed by objective reality and by other 
individuals, including society and the cul- | 
ture. 

In the usual job situation these limita- 
tions consist of company policy, technical 
supervision, interpersonal relations and the 
like. In broader life adjustments the sur- 
rounding conditions include cultural ta- 
boos, social demands for material produc- 
tion and limited native ability. The 
hygiene seeker devotes his energies to 
concern with the surrounding limitations, 
to “defenses” in the Freudian sense. He 
seeks satisfaction, or mental health, in a 
policy of “defense.” No personal growth 
occurs and his search for health is not only 
fruitless; it leads to ever more intricate 
maneuvers of defense or hygiene seeking. 

No one definition of mental illness, or of 
mental health, is likely to satisfy all read- 
ers. Rather than define mental health, it 
might be better to state an initial and 
tentative hypothesis. In brief, the hypoth- 
esis inherent in the motivation-hygiene 
concept is: psychological income from pre- 
dominantly hygiene sources will character- 
ize the mentally sick. 

At present, the two major developments 
in research on mental health center 
around: (1) biochemistry and (2) the activa- 
tion and social restoration of psychotic 
patients. It may well be argued that drugs 
do not, and will not, restore patients to 
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mental health. To paraphrase again from 
the job attitude studies: certain conditions 
may be established to alleviate mental ill- 
ness, but these conditions have little positive 
effect in developing mental health. 
There is some evidence that the number 
of patients in mental hospitals is on the 
decline. Last year, instead of the usual 
increase of 12,000 there was a decrease of 
. 7,000. Have drugs cured more patients? 
Probably not. The effect of drugs seems 
so far to have been an indirect effect. The 
best of the tranquilizers has been less ef- 
fective than insulin coma. To date, tran- 
quilizers and antidepressants have achieved 
two important results: (1) hospital man- 
agement has been revolutionized by the 
over-all effect on social disturbance within 
the institution, this change freeing time 
and energy for effective social and personal 
attention to motivation of patients; and 
(2) the promise of drugs has once more 
directed optimistic enthusiasm to the pos- 
sibility of activating and socially rehabili- 
tating long-neglected patients. Drugs, and 
with them motivators, are being adminis- 
tered to withdrawn and depressed patients 
who had been in mental hospitals from 
nine to twenty-six years. Furthermore, the 
long-time interest in practical techniques 
for social restoration of mental patients has 
only recently begun to have effect. What- 
ever favorable results prove valid and last- 
ing should not be hastily attributed to 
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hygiene factors alone. The dual feature 
of the motivation-hygiene concept deserves 
careful consideration. Hygiene factors may 
alter the degree of mental illness but mo- 
tivating or self-actualizing factors may be 
the only factors effective in developing 
mental health. 

The authors recognize that the stress on 
positive health factors is in keeping with 
the zeitgeist. Traditional research on men- 
tal health neglected these factors. More 
recently they have received strong support 
in a variety of developments: research 
arourid the concept of creativity, the de- 
veloping theme of behavior primacy drives 
and the activation studies of schizophrenic 
patients. The motivation-hygiene concept 
of mental health will not initiate such re- 
search, which has already appeared from 
a variety of sources. The two-dimensional 
theory and the tentative but specific group 
of factors under each dimension may prove 
important as a step toward an effective 
conceptual model. 
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Music in the autobiographies 


A number of studies have been con- 
ducted to determine the effects of music 
on mental patients. The results of these 
are usually reported in terms of observa- 
tions made by experimeiiters and staff. Yet 
little is known about how psychotics actu- 
ally perceive music and how it affects them 
‘personally. Most music therapists are able 
to report both positive and negative state- 
‘ments made by patients during music 
therapy sessions. Few patients have spon- 
taneously reported their experiences with 
music therapy after leaving hospital. 
Therefore it is doubtful that any attempt 
has been made to study the patient's view 
of music. 

There is reason to believe that the psy- 
chotic perceives music much differently 





Mrs. Sommer is director of music therapy at The 
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of mental patients 


from the normal. This is evident from the 
experiences of normals who have volun- 
tarily taken psychotomimetic or hallucino- 
genic drugs. Under LSD (lysergic acid 
diethylamide), mescaline and similar drugs, 
normals report dramatic changes in au- 
ditory perception, particularly in _listen- 
ing to music. For some, extremely rhythmic 
music may become overwhelming or fright- 
ening, while a popular piece may suddenly 
appear artificial and ridiculous. Apparently 
the effects of various types of music differ 
for each individual under drugs and no 
attempt has been made to classify them. 

Other valuable sources of information 
concerning the patients’ view of music are 
the autobiographies of mental patients. A 
relatively comprehensive list of these books 
is contained in Sommer’s and Osmond’s (12) 
recent paper. The present article is based 
on the books used in their study, all of 
which met these criteria: 





Music in autobiographies of patients 


1. The author had been a patient in a 
mental hospital or was treated by a 
physician for a mental illness; 

2. The book was frankly autobiographi- 
cal; 

8. The book was devoted primarily toa 
description of mental illness or mental 


hospitals. 


The writer has read approximately 43 
such books and of these, 14 authors men- 
tion their experience with music while ill. 
All of these books were included in Som- 
mer’s and Osmond’s sampling except 
Kruger (7), and additional information 
about the books may be obtained from this 
study. The tremendous value of the auto- 
biographies is clear when one realizes that 
these are spontaneous, unsolicited reports. 
When patients about to be discharged are 
asked by investigators to comment on their 
hospital experiences, their statements are 
likely to be solicitous so as not to embarrass 


the hospital staff. These quotations will be 
analyzed first by diagnoses of the patient- 
authors and second by types of musical 
experience. 


DIAGNOSES 


In most cases the diagnoses used were the 
ones assigned the patient by the hospital. 
Where no diagnosis was mentioned, it was 
determined by two readers—one a psychia- 
trist, the other a psychologist. The diag- 
noses are listed below: 


Paranoid 
Schizophrenic Depressive 


Schizo- 


phrenic Alcoholic 





Hackett McCall Seabrook 
Schreber H. C. Brown Woodson 
Wilkes Dahl 

Wingfield Kruger 


Ogden 
Anonymous 
Hillyer 
Thelmar 


Schizophrenics 


For the schizophrenic patients both posi- 
tive and negative experiences are described. 


SOMMER 


Hillyer’s (5, p. 113) reactions are extremely 
adverse. The author mentions how an- 
other patient urged her to play the piano. 
She could not bring herself to play because 
the piano was not hers and music was too 
full of associations for her. When another 
patient played, Hillyer would attempt. to 
hide or cover her head until the day room 
was quiet again. She was particularly 
tortured by music which she described as 
being played on a cheap, rasping victrola, 
and she supposed that her attitude spoiled 
the other patients’ pleasure. Hillyer’s ac- 
count points out the importance of using 
good equipment for music listening. Per- 
haps her experience would have been more 
pleasurable if her sensitive ears had not 
been offended. 

On the other hand, Ogden’s (9, p. 94) 
musical experience was quite positive. He 
mentions his pleasure in hearing a record- 
ing of Rimsky-Korsakov’s “May Night” on 
the day room radio. Apparently this piece 
had been a favorite of his and he claims 
that the experience marked one stage in 
his recovery, especially the return of audi- 
tory imagery, which had been atrophied for 
many years. 

During a brief schizophrenic episode, 
Thelmar (13) experienced auditory halluci- 
nations which were musical. On one oc- 
casion (p. 14) it was band music which 
seemed to come from out of doors. On 
another day the patient was conscious of 
nothing except continual music. She says: 


“Music . . . went on all day. When- 
ever I was addressed by invisible people, 
they spoke in song and not in s ng 
voice. I passed a most deligh day, 
ot of all bodily cares and troubles (p. 
1 .” 


However, she did complain of the repeti- 
tious nature of the musical hallucinations, 
which were all sacred, in march time, in 
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the same key and the same harmonies, and 
she wished for some change. 

The most énthusiastic description of 
music is reported anonymously in Philoso- 
phy of Insanity (1). The author says that 
the concerts and dances given the inmates 
“have often soothed and excited, cheered 
the desponding and turned the mind aside 
for the time from the corroding task of 
contemplating its own sorrows, and con- 
sequently ministered to the great purpose 
for which asylums are instituted—the cure 
of insanity (p. 72).” Furthermore, the 
author points to history as a testimony of 
music’s “magic influence” over insanity and 
claims its universal. application: 

“They [concerts] suit both sexes alike, 
are attractive to youth and to age alike; 
they soothe the excited; cheer the de- 

ressed; and their regular recurrence 
reaks up ... the monotony which must 
ever reign within . . . places of confine- 

ment (p. 73).” 


Modern music therapists may not agree 
that the same music is suitable for all ages, 
sexes and conditions. However they must 
concur with the author of this book that 
the concerts and dances were certainly a 
refreshing change from the hospital routine. 


Paranoid Schizophrenia 


Two writers (both VA hospital patients) 
in this category report negative experiences 
with music. Hackett (4, p. 62) describes a 
ward dance given by a group of volunteers 
as a noisy pantomime; she walked out of 
the day room to get away from it. 
Wilkes (14) is equally scathing about a 
group singing session. He states: 

“The asylum atmosphere would stifle 
song in &ny man... but the program 
called for singing, so we had singing. 
The OT’ assigned singer . . . faced his 


audience; then he began; and I put my 
hands over my ears and left the room. 
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The men were shouting . . . words with- 
out melody ... ‘Carry Me Back to Old 
Virginny’ p. 1538).” 


Wilkes further complains that a record 
player and good records were available but 
that they were seldom played. He suggests 
that joyful tunes might have been cheer- 
ing and soft music calming to the patients. 

Wingfield (15, pp. 121-22) is also nega- 
tive, not about music itself, but about the 
way it was used. The hospital claimed 
excellent facilities for music, but she says 
the patients had no part in it except as 
an audience. Even the church choir was 
composed exclusively of staff. Wingfield 
suggests that mental treatment is more ef- 
fective when “psychic activity” comes from 
within rather than limited solely to absorp- 
tion. 

Schreber (11, p.144) supports Wingfield’s 
opinion on the value of patient participa- 
tion when he describes his own piano play- 


ing as a way of drowning out auditory 
hallucinations. Schreber’s “voices” were so 
adverse to this self-imposed music therapy 
that they cursed him for it, paralyzed his 
fingers, forced him to make mistakes and 
frequently caused the piano strings to be 


broken. ‘This author also purchased a 
symphonium, musical clocks and mouth or- 
gans to obtain temporary relief from his 
hallucinations (p. 250). 


Depressive 


Two of these authors appear most grateful 
for their brief contact with music while in 
hospital. In describing a concert, Kru- 
ger (7) wonders if the guest performers are 
afraid of the patients. Her gratitude to 
them is expressed thus: 


“Thank you very much for coming, for 
looking at us, for smiling, for the music 
and the beauty. There is so little that 
is beautiful here (p. 65).” 





Music in autobiographies of patients 


Robert Dahl (3, p. 215) tells of a spon- 
taneous group singing session which de- 
veloped when another patient began play- 
ing the piano. Staff as well as patients 
gradually joined the group and a happy 
feeling was shared by all. Dahl also men- 
tions his own voice and piano lessons with 
‘- @ young music teacher who was employed 
by the hospital. He looked forward to see- 
ing her each week (p. 248). 

Brown (2), another depressive, states that 
music would be desirable as an “indoor 
diversion,” but he blames its absence from 
the hospital on the lack of public funds 
(p. 95). In another section he talks of the 
heartbreak he experienced at a_ hospital 
dance because the dance music was too 
reminiscent of other times (p. 101). 

McCall (8) gives the only autobiographi- 
cal account of prescribed music therapy. 
Her psychiatrist insists on it although any- 
thing connected with music disturbs her. 
She attends her daily piano practice hours 
unwillingly and accomplishes very little. 
Mrs. McCall's feelings are vividly expressed 
in the following passages: - 


“Music appreciation. We all sat dully, 
apathetically, while a bright attractive 
young woman played recordings on a 

rtable Victrola—Beethoven’s “Pastoral 
ymphony.” Beautiful, yes, beautiful for 
you who can listen to it as it really is, 
not distorted into horror by suffering 
that ruins ing. The young wo- 
man explained the different movements, 
reading notes from a large book. 
I sat tensely, longing to get out. The 
woman beside me kept muttering, ‘I’m 
done for; I'm done for,’ and her aide 
tapped her shoulder and shook her head 
in ing (p. 200).” 

“I sat down on the — stool and 
Miss Payne settled ... I opened 
the book of exercises at random. My 
fingers. touched the keys and the sound 
gave me a queer kind of sickness. I 
dropped my hands in my lap. I can’t do 
it. ‘You will, damn you, you will! That 
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creature is sitting there; have you thought 
that she no doubt reports on you? .. . 
I'll show them.’ My fingers stiffly took 
up a series of ios, and the o 
sion of a h years of viering 
seeped from the walls of the room a 
tears rolled down my face (p. 205).” 


Alcoholics 


Although alcoholics are not generally con- 
sidered psychotic, two accounts have been 
included here because it is interesting to 
note their observations while in hospital. 
In both cases the authors describe situa- 
tions on a somewhat detached manner, as 
if they did not consider themselves akin to 
the other patients. Woodson (6, pp. 74-76) 
gives a detailed description of a spirited 
hospital dance which he dubs a “drag-and- 
haul” affair. Apparently there was some 
discrimination among staff and patients, 
even in the types of music played, because 
he says that fox trots and waltzes were re- 
served for employees, while square dances 
were played for patients. Woodson ob- 
served that music seems to control the 
patients, 
“They are of it, dancing to its 
rhythm in ect consonance, di i 
stereo and mechanized steps, ex- 
pressing each beat and accent by res 
sive movements of their bodies (p. 6)" 
Seabrook (10) mentions occasional con- 
certs—provided through Chautauqua or 
Lyceum bureaus—which brought back nos- 
talgic, small-town memories of the nineties. - 
These were given by “sad, pathetic, smil- 
ing women who played ‘Listen to the 
Mockingbird,’ Chaminade, and selections 
from Il Trovatore, on harp, violin and 
flute (p. 78). 


MUSICAL EXPERIENCES 


Eleven different types of musical experi- 
ence are mentioned in the autobiographies. 
These are listed on the following page. 
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Authors 


Anonymous, Kruger, McCall, Sea- 
brook, Wingfield 

Anonymous, Brown, Hackett, 
Wingfield, Woodson 


Type 
Concerts 





Dances 


Author playing 
instrument 
Other patient 
playing Dahl, Hillyer 
Music lessons Dahl 
Christmas 
music 
Auditory hal- 
lucinations 
Choral groups 
Informal group 
singing 
Music on radio 
or phonograph 
Prescribed music 
therapy 


Hillyer, McCall, Wingfield 


Seabrook, Wingfield 


Thelmar 
McCall, Wingfield 


Dahl, Wilkes, Wingfield 
Hillyer, McCall, Ogden, Wilkes, 
Wingfield 


McCall 


Since the nature of these musical ex- 
periences has been discussed in detail in 
the previous section on patient diagnoses, 
we will only discuss a few here. It should 
be noted that concerts and dances are 
among those mentioned most frequently. 
The anonymous author of Philosophy of In- 
sanity (1) gives us the earliest report (1860) 
and perhaps the reason for their inclusion 
in mental hospitals. In contrast to the early 
days of Bedlam this was a time when. men- 
tal patients were treated humanely. How- 
ever, there must have remained a certain 
amount of stigma and dread concerning 
“lunatic asylums.” This anonymous author 
praises the attempts of the hospital super- 
intendent to publicize and familiarize the 
public with the hospital by giving con- 
certs and balls for the inmates (p. 8). He 
invited newspaper representatives to these 
occasions and the proceedings were re- 
ported to the public. 

Two Christmas incidents will be men- 
tioned here because music therapists have 
noted that patients respond more readily 
at Christmas-time. Perhaps it is a com- 
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bination of the added familiarity of the 
music, the spirit of the season and pleas- 
ant associations with the past. Wingfield’s 
(15, pp. $2 ff.) experience reinforces this 
assumption. She describes the mounting 
wave of Christmas spirit that is shared by 
patients and staff alike, saying that it was 
“the first time any of us had shown any 
spontaneous cheerfulness,” with particular 
reference to carol singing. She was im- 
pressed by the procession of staff carollers 
who came through the ward on Christmas 
Eve and she says that after this she was 
able to sleep without sedatives for the first 
time since hospitalization. 
Seabrook (10) also gives an account of 
Christmas carollers, but with biting satire: 
“Soon they came, a rather solemn and 
beautiful procession . . . the nunlike 
choristers . . . proved to be nurses and 
behind them marched a motley collec- 
tion of males recruited for their voices 
from all branches of the hospital . 
The carol th a as they came down 
the long corridor . . . was to the tune of 
“Tannenbaum”... I thought to myself: 
Are they crazy or are we. . . Gertrude 
Stein would like this, for here is what 
they sang, verbatim: 
‘Oh, Christmas tree, Oh, Christmas tree, 
Oh, Christmas tree, Oh Christmas tree! 
Oh Christmas tree 
Oh Christmas tree, 
(Etc.) 7 
“They sang it fervently .. . and rather 
well. It was as soothing and. unlikely to 
excite as the movies in which the hero 
was a horse. , . . (p. 84).” 


Three of the authors in the sample had 
been musicians before illness. Of these, 
Hillyer (schizophrenic) and McCall (de- 
pressive) found music too painful during 
illness and made every effort to avoid it. 
, (paranoid schizophrenic) on the 
other hand, found it extremely helpful as 
a sort of self-prescribed music therapy. Mc- 
Call, who mentions the only example of 
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prescribed music therapy, gives no evidence 
that it played an important part in her 
eventual improvement, which she credits to 
insulin treatment. 


SUMMARY 


The books reviewed in this study cover a 
century of mental illness and therefore give 
us a wide range of musical experiences 
from the patients’ point of view. These 
examples have been studied in terms of 
the authors’ diagnoses and types of musical 
experiences. Because of the small number 
of patients involved, no conclusions can 
be drawn concerning the relationship be- 
tween the patients’ diagnoses and his view 
of music. One can only observe that to 
some, music was painful because of past 
associations, while others complained not 
of the music itself, but the way in which 


it was used. Still others praised music as 
a treatment for the insane. This reinforces 
the idea that music means all things to all 
people and cannot be prescribed by diag- 
noses. 


REFERENCES 

1. Anonymous, The Philosophy of Insanity. (Lon- 
don: Fireside Press, 1947). Original publication, 
1860. 

2. Brown, H. C., A Mind Mislaid (New York: E. P. 
Dutton & Co., Inc., 1937). 


8. Dahl, Robert, Breakdown (Indianapolis: Bobbs- 
Merrill, 1959). 


SOMMER 


4. Hackett, Paul, The Cardboard Giants (New York: 
G. P. Putnam’s Sons, 1952). 


5. Hillyer, Jane, Reluctantly Told (New York: 
Macmillan Co., 1931). 


6. Inmate Ward Eight, Behind the Door of Delu- 
sion (New York: Macmillan Co., 1932). 


7. Kruger, Judith, My Fight for Sanity (Philadel- 
phia: Chilton Co., 1959). 


8. McCall, Lenore, Between Us and the Dark (Phila- 
delphia: J. B. Lippincott, 1947). 


9. Ogden, J. A. H., The Kingdom of the Lost 
(London: Victor Gollancz, 1946). 


10. Seabrook, William, Asylum (New York: Har- 
court Brace & Co., Inc., 1935), 


11. Schreber, D. P., Memoirs of My Nervous Iliness, 
Hunter and McAlpine, eds., (London: William 
Dawson, 1955). Original publication (Leipzig: 
Oswald Muse, 1903). 


12. Sommer, Robert and H. Osmond, “Autobio- 
graphies of Former Mental Patients,” Journal of 
Mental Science, 106(April, 1960), 648-62. 


13. Thelmar, E,, The Maniac, 2nd ed. (London: 
Watts and Co., 192). 


14. Wilkes, T. E. G., Hell’s Cauldron (Atlanta: 
Stratton-Wilcox, 1958). 


15. Wingfield, Alysia, The Inside of the Cup (Lon- 
don: Angus & Robertson, 1958). 


ACKNOWLEDGMENT 


The author is grateful to Robert Sommer, Ph.D., 
for his assistance in collecting the references used 
in this study and for his numerous suggestions 
concerning the writing of this paper. 








THOMAS L. D’ZMURA, M.D. 


A study of the criteria 


for admission to a psychiatric ward 


INTRODUCTION 


This is a study of admission procedure. 
It is concerned with the criteria used by 
physicians who selected patients for admis- 
sion to the psychiatric ward of a large urban 
general hospital. 

Certainly it is true that the factors in- 
volved in the decision to admit or not to 
admit any one patient are many and that 
their influences on the decision are simul- 
taneous and interconnected. This study 
does not deal with all of these factors, and 
it does not fully delineate the complicated 
process of decision making, which was the 
responsibility of the admitting physicians. 
It is, instead, a more circumscribed study 
of the criteria which seemed to be of out- 
standing importance for the decisions con- 
cerning admission and which seemed to 
represent best the processes of decision. 
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A number of recent articles have been 
concerned with the sociologic aspects of 
the admission of patients to psychiatric 
wards. One example of these is the article 
by Erikson (1) in which he contrasts the 
clinical diagnosis of existing need for psy- 
chiatric treatment with the social diagnosis 
of altered social status. Another article, 
by Sivadon (5), represents in detail some 
procedures used to make the admission of 
patients to a psychiatric ward as therapeu- 
tically meaningful as possible in the gen- 
eral framework of “sociotherapy.” 

Kohl (2) and Levine (3) have discussed 
the criteria for admission to psychiatric 
hospitals which are involved in teaching 
and research as well as in customary patient 
care. At the hospital Kohl describes, the 
responsibility for admission of patients is 
placed at the administrative staff level; at 
this hospital, “ideally, he [the administra- 
tive staff physician] admits only those pa- 
tients who are suitable for treatment as 
well as being of particular interest with re- 
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gard to teaching and research (2).” Levine, 
on the other hand, feels that the selection 
of patients on the basis of their need for 
hospitalization provides excellent ground- 
work for a psychiatric residency training 
program, and he writes that patients 
“should be accepted if they have, or seem 
to have, some sort of psychiatric disorder, 
no matter what the disorder may be, so 
long as there is a bed available (3).” 

Parsons, in writing about the organiza- 
tional aspects of mental hospitals, has de- 
fined the primary criterion of hospitaliza- 
tion as “need in the particular sense defined 
by being mentally ill (4).” 

The procedures of admission and the 
criteria for admission have been discussed 
in these varying ways. This study repre- 
sents an attempt to amplify and to define 
better the criteria for admission as they 
were noted at one hospital. 


THE SETTING 


The hospital where this study was done is 
a large urban general hospital having an 
active psychiatric service for both hospital- 
ized patients and for outpatients. The 
psychiatric pavilion has a 60-bed capacity; 
ordinarily, however, patients are not ad- 
mitted directly to the open wards of the 
pavilion. There are 30 beds on the wards 
to which patients are admitted; 15 of these 
(one ward) are for men, and 15 are for 
women. The great majority of patients 
considered for admission are seen in a sepa- 
rate receiving ward by the admitting physi- 
cians. Occasionally there are referrals for 
admission from such other wards of the 
hospital as medical and surgical. 

The responsibilities of the psychiatric 
staff are derived from two major areas: first, 
from responsibility to the surrounding and 
supporting community for the care of the 
mentally ill of that community; and sec- 
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ond, from responsibility for the continu- 
ance of a very active program in teaching 
and research in psychiatry. The admission 
of patients to the ward is carried out by a 
small group of resident physicians, usually 
six or eight in number, who work as a team 
for a period of six months on the ward 
and who are charged with almost total re- 
sponsibility for the care of the patients on 
the ward. Their work is scrutinized and 
supervised to some extent by a number of 
people. 

Perhaps the most important of these su- 
pervisors, insofar as admission policy is 
concerned, is the chief resident on the ward 
service, a resident in his third year of train- 
ing. The chief resident works intensively 
with the other residents on the ward, and 
he is probably able to impart to them more 
cogently a working acquaintance with de- 
partmental policy concerning admissions 


‘than can the other staff members who also 


Rave supervisory responsibility. But it is a 
fundamental understanding in the training 
program and in the actual workings of the 
ward that, in general, the final decision 
about admission of any patient to the ward 
is made by the junior residents themselves, 
without immediate supervision by admin- 
istrative superiors, There are some excep- 
tions to this rule, however. Most of these 
exceptions involve patients who are hos- 
pitalized under legal constraint and for 
whom the admitting physicians need make 
no decisions. 

Also, at times the admitting physicians 
will be directed to admit certain patients 
by members of the department senior to 
them; this sort of direction is considered 
to be unusual. In this study there was 
no consideration of the patients who were 
admitted to the ward under legal constraint. 
For the purpose of this study all the admis- 
sions considered were called “elective ad- 
missions” to indicate that, despite the oc- 
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casional direction by senior staff persons, 
the decisions regarding individual admis- 
sions to the ward were the responsibility 
of the admitting physicians themselves. 


THE GOALS 


The origins and impetus for this study 
arose chiefly from the author’s experience 
as an admitting physician for the ward. 
It seemed to him, for example, that despite 
the fact that there was a very active and 
vigorous teaching program on the ward, 
patients were rarely—if at all—admitted 
solely for their supposed value as “teach- 
ing” patients. It seemed to him that even 
in the consideration of individual patients 
for admission, the criteria for admission 
were sometimes quite ill-defined, so that 
such things as “clinical judgment” and 
“intuition” were used as important but 
undefinable criteria. It seemed, too, that 
even though the admission of patients was 
apparently on an elective basis, with the 
state of health of the patients as primary 
concern, not infrequently the admitting 
physician was faced with pressures of one 
kind or another—administrative, commu- 
nity or interpersonal—so that his decisions 
were in some ways forced by circumstances 
not relating directly to the state of health 
of the patients concerned. 

This study represented in part the au- 
thor’s attempt to delineate and to quantify 
these impressions of experience. In addi- 
tion, it seemed worthwhile to attempt a 
formal assessment of the criteria for admis- 
sion to such a ward, for, so far as the author 
can determine, there has been no similar 
study. 


THE DESIGN 


Direct interviewing of the admitting physi- 
cians by the author was to be the basis 
for the gathering of data in the study. The 
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author planned to interview all but one of 
the admitting physicians on the ward serv- 
ice at least once during the period from 
August 1, 1959, to December 15, 1959. The 
admitting physician who was not inter- 
viewed planned to leave the service after 
a period of three months rather than the 
usual six, and it was decided that, since 
his situation on the ward was somewhat 
unusual, he would not be interviewed. 
The period of time chosen for the study 


‘made up the bulk of time that the resi- 


dent group worked on the ward, their as- 
signment beginning on July 1 and ending 
on January 3. There was no interviewing 
during July and none after December 15 
because it seemed likely that the data to _ 
be obtained in interview would be in- 
fluenced atypically by such things as rela- 
tive inexperience of the residents at first, 
and later by the oncoming change of service 
and resident staff. Each of the admitting 
physicians was to be responsible for admis- 
sions approximately three or four days a 
month, and each physician was to be inter- 
viewed the day following at least one of his 
days on call for admissions. One of the 
physicians was to be interviewed on the 
days following all of his days on call. 

In each interview the author planned to 
review with the particular admitting physi- 
cian each patient that the physician ad- 
mitted and each that he saw but did not 
admit. The author planned to record for 
each patient so considered his name, age, 
sex, race, marital status, if this information 
were known, as well as the clinical diagno- 
sis for each patient and the time of day 
that each patient was seen by the admitting 
physician. 

This information would be used particu- 
larly in determining if any unusual trends 
of difference existed between the group of 
patients admitted and the group not ad- 
mitted. Also, it seemed worthwhile to cor- 
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relate time of day with admission and 
nonadmission, again to see if trends of 
difference were present. Then would be- 
gin an inquiry into the criteria that the 
admitting physician used in his decision 
concerning each patient. The physician 
would be encouraged to express these cri- 
teria spontaneously at first. After this 
spontaneous expression, the author would 
attempt to gain supplementary and clarify- 
ing information about what had been said, 
as well as to review other possibilities of 
criteria that had not already been given. 
Together they would attempt to assess the 
relative importance of the various criteria 
in regard to each admission. 

To allow beginning categorization of the 
criteria, a list of ‘categories worked out be- 
fore the interviews was to be used as a 
guide for the author during each interview 
and as a basis for later, final categorization 
of the criteria. These preliminary cate- 
gories of criteria were: 

I. Criteria related directly to the state 
of health of the patient. 

_A. Symptoms as reported by the 
patient. 

B. Signs as elicited from the patient. 
C. History given by others, relating 
to the patient. 

. Criteria apparently related directly 
to the state of health of the pa- 
tient but without clear definition, 
e.g., “intuition.” 

. Criteria related to the supposed edu- 
cational value of the patient in 
the teaching program. 

. Criteria not related directly to the 
state of health of the patient and 
not related to education, e.g., the 
number of beds available on the 
ward, the direction to admit by 
senior staff. 


V. Other criteria. 


With the completion of this data-gather- 
ing part of the study—after approximately 
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50 admissions had been covered in inter- 
view—the data were to be compiled and 
tabulated and, in particular, the criteria 
for admission were to be categorized as 
meaningfully as possible. Then the data 
could be examined, using statistical com- 
parison of frequencies as well as more im- 
pressionistic appraisals. 


THE RESULTS 


These data were derived from 29 inter- 
views. With five exceptions, the interviews 
took place on the days following the resi- 
dents’ days on call; the greatest gap in time 
between day on call and day of interview 
was four days. The author interviewed 
seven residents, that is all but one of the 
admitting physicians on the ward, and 56 
admissions and 81 nonadmissions were re- 
viewed. Approximately 13 per cent of the 
total number of admissions to the ward 
during the time period of the study were 
included in the study. 

Tables 1 and 2 present an outline of the 
data concerning the patients who were con- 
sidered in the study. : The age, sex, race 
and marital status of the patients are pre- 
sented, as well as the clinical diagnoses for 
them. Also noted for each patient was the 
time of day that the admitting physician 
saw him. In Table 3 is a summary of this 
information. 

The derivation of the final categories of 
criteria and of the frequencies of the use 
of each category by the admitting physi- 
cians had its basis in the appraisal of the 
data gathered in the interviews and in the 
modification of the a priori categories used 
as guides during the interviews. During 
each interview, for each patient considered, 
the author asked the admitting physician 
to express his opinion on which of the 
criteria used in the assessment of the pa- 
tient seemed to carry the most weight in 
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TABLE 1 


Age, sex, race, and marital status of patients 
seen by the admitting physicians 





Age Sex 


Race Marital status 





Range: Men: 
15-87 yrs. 29 


Admissions 


N—56 
( ) Median: 


43.75 yrs. 


Cauc.: Single 
41 Married 
Separated 
Negro: Divorced 
15 Widow(er) 
Unknown 





Range: 

16-80 yrs. 27 
Median: 

35.5 yrs. 54 


Nonadmissions 
(N=81) 





Unknown in 
most cases 





the process of decision, Also, he asked 
the physician to choose the next most im- 
portant criterion, in his opinion, for each 
patient. Consequently, there was the possi- 
bility of deriving two criteria, one to be 


TABLE 2 


Clinical diagnoses for patients seen 
by the admitting physicians 





Adm. Non. adm. 





Psychoneurotic disorder 2 12 
Personality disorder 1 20 
Psychotic disorders of 

psychogenic origin 23 13 
Acute and chronic brain 

disorders 
Mental deficiency 
Alcoholism (without 

other diagnosis) 
Drug addiction 
Undetermined: 

Depression 

Suicide attempt 

Other symptom 
Nonpsychiatric illness 
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TABLE 3 


Frequency of admission and non- 
admission in relationship to 
time of day 





Time periods 





8:00 A.M.-12 Midnight 
12 Midnight-8:00 A.M. 





Admissions 50 6 








Nonadmissions 69 12 
. ) 





called primary and the other secondary, 
which would represent each decision that 
the admitting physician made regarding 
the admission or nonadmission of each 
patient. 

At times there seemed to be no second- 
ary criterion, and only one primary criterion 
represented the decision regarding a pa- 
tient. In most instances the primary criteria 
seemed to be of overriding importance to 
the decisions. Consequently, the author 
placed emphasis on the comparison of the 
frequencies of usage of the primary criteria 
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in this study. Using this kind of procedure 
the presumed significance of each of the 
primary criteria noted for each patient con- 
sidered in the study was this: that the crite- 
rion noted represented the most important 
criterion which the admitting physician 
used in the process of his decision to admit 
or not to admit each patient. 

The final categories of criteria were: 


1. Criteria based in direct examination 
of the patient. 

2. Criteria based in history as given by 
people other than the patient. 


3. Intangible criteria, e.g., “intuition.” - 


4. Criteria pertaining to the supposed 
value of the patient to the teaching 
program. 

5. Criteria based in authority of people 
other than the admitting physician. 

6. Criteria pertaining to referral of pa- 
tients. 

7. The criterion of availability of beds 
on the ward. 


The first category—criteria based in the 
examination of the patient—combined two 


of the original categories: of history as given 


by the patient and of signs elicited by di- 
rect examination of the patient. This com- 
bination seemed appropriate, particularly 
for the psychiatric patients considered in 
this study, since quite often the history of 
illness as it was given by the patient pro- 
vided the vehicle by which the signs of 
illness were made apparent to the admit- 
ting physician. This category, when it was 
used in reference to patients who were ad- 
mitted, included such criteria as, for exam- 
ple, the history of heavy intake of alcohol, 
the history of auditory hallucinations or 
evidence of bizarre ideation or retardation 
_ of motor activity. When it was used in 
reference to patients not admitted, the 
category included, for example, instances 
when the apparent absence of particular 
symptoms and/or signs of mental illness 
was noteworthy or instances when the de- 
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gree of illness was thought not to be severe 
enough to warrant hospitalization. 

The second category—criteria based in 
history as given by people other than the 
patient—was used in such instances as 
when a mute patient was brought to the 
hospital for evaluation and the only avail- 
able information about his background 
was obtained from such people as his family 
or the police. 

The third category—intangible criteria 
such as “clinical judgment,” “intuition,” 
or “playing a hunch” on the part of the 
admitting physician—was used when this 
sort of criterion seemed most important to 
the decision concerning the admission of 
the patient. 

Criteria pertaining to the supposed value 
of the patient to the teaching program on 
the ward made up the fourth category. 

The last three categories were elabora- 
tions and clarifications of the original cate- 
gories IV and V. Category 5—criteria based 
in the authority of people other than the 
admitting physician—included such in- 
stances as the patient’s refusal to be ad- 
mitted even though admission had been 
advised, or the decision of the patient’s 
family to have him hospitalized elsewhere, 
or the admission of a patient because it 
had been recommended by a senior staff 
physician. Criteria pertaining to the refer- 
ral of patients made up Category 6, and 
these include the times when, for example, 
the availability of psychiatric care on an 
outpatient basis seemed most important to 
the admitting physician’s decision to refer 
the patient rather than to admit him to 


_ the hospital, or when the inability of the 


admitting physician to locate a suitable 
place of referral seemed most important to 
the decision to admit. Category 7 was 
used when the availability of beds on the 
wards seemed most important; for exam- 
ple, when the physician felt that a patient 


413 





TABLE 4 


Frequencies of usage of the categories of primary criteria 





Categories and frequencies 





“Patient” criteria 


Exam.1 


History Intang. 


“Circumstance” criteria 
Auth. Refer. Beds 


Educat. 
criteria 








Group 2 7 5 
Dr. M. 2 


Admissions 


(N=56) 


0 3 0 0 
0 4 6 0 





Total 33 7 


0 7 6 0 








Group 2 12 
Dr. M. 29 2 


Nonadmissions 
(N=81) 


0 4 
0 3 








Total 41 2 


0 7 














1 Detailed description of each category is given above under “The Results.” 
2 The admitting physicians, with the exception of Dr. M. 


should be admitted but when he was un- 
able to admit him because of the lack of 
open beds. 

Table 4 shows the frequencies of usage 
of criteria in each of the categories. Dr. 
M. participated in interviews after each 
of his days on call; consequently, the num- 
ber of patients he saw was considerably 
higher than the number of patients seen 
by the other physicians. 

For ease in the statistical comparison of 
the frequencies of usage of the primary 
criteria and to provide a simplified frame- 
work for presentation of the frequencies of 
the secondary criteria, two groups of cate- 
gories were derived from the seven basic 
categories. The first group includes cate- 
gories 1, 2 and 3 and is called the “patient 
group” to indicate that the state of health 
of the patient was directly pertinent to 
these categories of criteria. The second 
group includes categories 5, 6 and 7 and 
is called the “circumstance group” to indi- 
cate its relationship to circumstances not 
directly related to the state of health of the 
patient. Category 4, pertaining to educa- 
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tion, was not included in these groups. 
(See Table 4). 

Since the majority of patients was seen 
by only one of the admitting physicians, a 
comparison of the frequencies of his use 
of the different categories of criteria with 
the frequencies of use by the rest of the 
group combined was necessary to show that 
the entire sample was, in fact, a fairly 
homogeneous one and that it could be con- 
sidered as a whole. Comparison of the 
frequencies of criteria used by Dr. M. and 
by the rest of the group for admissions 
showed no significant difference using the 
chi-square method (P>0.90). Although 
there was a trend toward significant differ- 
ence in regard to nonadmissions, (P>0.05), 
there was no difference thought to be sig- 
nificant enough to preclude consideration 
of the entire sample as a homogeneous one. 

The design of this study was such that 
the frequencies of criteria for nonadmis- 
sions should have paralleled closely the 
frequencies of criteria for admissions, pro- 
vided the technique of interviewing and 
the categorization of criteria had been 





Criteria for admission to psychiatric ward 


fairly uniform. Comparison of frequencies 
of criteria for admission with frequencies 
for nonadmission, using the chi-square 
method, showed no significant difference 
(P>0.30). 

Secondary criteria were listed for 51 of 
the 56 admissions and two trends of usage 
were noted to be different from the usage 
of primary criteria. Criteria pertaining to 
education were of secondary importance 
in nine admissions, although not once were 
they of primary importance. “Circum- 
stance” criteria were used secondarily only 
three times for admissions, although their 
relative use as primary criteria was much 
greater. All of the other secondary criteria 
were of the “patient” group. 


DISCUSSION 


Inspection of the information compiled 


about the patients themselves (Tables 1 
and 2) revealed some trends toward differ- 
ence between the group of patients ad- 
mitted and the group not admitted. The 
slight difference in the median ages, with 
the median age for admissions being higher 
than for nonadmissions, may have reflected 
a higher incidence of serious mental ill- 
ness with increasing age in the sample 
studied. It did not seem to indicate a 
criterion for admission based on age, how- 
ever. 

Although there was a significant differ- 
ence in regard to sex, (P < 0,05 using the 
chi-square method), it did not seem to indi- 
cate a distinct criterion. The number of 
beds potentially open to women was the 
same as it was for men and the relative 
overload of women was handled in part 
by the use of the criterion of bed avail- 
ability. Each time that this criterion was 
used, it was in reference to a woman. 

The trends toward difference in the clin- 
ical diagnoses for admissions and for non- 
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admissions were striking and seemed to re- 
flect the tendencies to admit patients with 
serious illness and not to admit patients 
with less severe illness. But the fact that a 
number of patients were not admitted, even 
though their clinical diagnoses were of 
serious illness, indicated that clinical diag- 
nosis in itself was not a consistently used 
criterion for admission, if it were a crite- 
rion at all. 

It seemed unlikely that the time of day 
that the patients were seen had any influ- 
ence on their admission. Comparison of 
the frequencies listed in Table 3, using the 
chi-square method, showed no significant 
difference (P>0.30). 

Insofar as the comparison of the fre- 
quencies of usage of the primary criteria 
was concerned, gross inspection of the data 
of Table 4 showed more frequent use of 
criteria in the “patient” group, less fre- 
quent use of criteria in the “circtiinstance” 
group and no use of criteria pertaining to 
education. Using the entire sample of 137 
patients, the percentage for whom “pa- 
tient” criteria were primary, was 72.3 per 
cent. “Circumstance” criteria were pri- 
mary for the remainder, 27.7 per cent. As- 
suming this to be a simple sample, the 
confidence interval for this latter value lies 
between 20.1 per cent and 35.3 per cent. 
The inference is that if similar studies were 
repeated on this ward, one could reason- 
ably expect that at least 20 per cent of the 
decisions concerning admission of patients 
to the ward primarily would involve 
criteria of “circumstance.” 

That the criteria of “circumstance” 
should have proved to be so important, 
was notable and worth an attempt at ex- 
planation. Perhaps the derivation of the 
categories of criteria was in some cases 
artificially slanted toward factors not pa- 
tently based on the state of health of the 
patients, so that these factors couid be 
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better amplified. Perhaps elements of 
counter-transference of the admitting physi- 
cians were reflected here; there was no 
accurate appraisal of unconscious motives 
and attitudes possible in the study. It 
seemed most likely, however, that the im- 
portance of the criteria of “circumstance” 
was a realistic reflection of the importance 
of factors which arose outside of the two- 
person, doctor-patient relationships to exert 
decisive influence in the transactions of 
those relationships. The position of the 
admitting physicians in the administrative 
functioning of the hospital, and their rela- 
tive dependence upon other community 
resources as they represented their own 
agency in the community, seemed of espe- 
cial significance. 

A study of this sort—in its design and 
in its scope—is subject to two questions 
which must be answered in evaluation of the 
study. The first question is: Does the study 
accurately reflect what actually happened 
at this hospital? And the second is: Is 
there the possibility of application of the 
results of the study to other hospitals, as 
if to say that what happened here prob- 
ably is what happens at any hospital? 

The first question can be answered in 
this way: the results of this study are prob- 
ably an accurate reflection of what actually 
happened, so far as the study went. It is 
worth re-emphasizing that the process of 
decision about such a matter as the admis- 
sion of a patient to a psychiatric ward is 
complicated and multidetermined. Built 
into this study was a great deal of sifting 
out of data and of arbitrary categorization 
so that, eventually, processes which often 
involved many factors were represented by 
essentially single determinants. Thus the 
focus here was not on the total process of 
decision in each instance; rather it was on 
individual factors of importance in each 
decision. To this extent the study wouid 
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seem to have reasonable accuracy in its 
reflection of the criteria for admission. 

The second question is more simply an- 
swered. There is no reason to assume that 
the results of this study have general ap- 
plication. It is easily conceivable that were 
other similar studies done at different hos- 
pitals, there would be similar findings in 
some cases, for it seems unlikely that this 
hospital would prove to be vastly different 
from all others. Yet it remains clear that 
there is no possibility of generalization 
from the results of this study. 


SUMMARY 


This is the report of a study of the criteria 
for admission to the psychiatric ward of a 
general hospital. 

The author used direct interviews of the 
admitting physicians for the ward as his - 
method of gathering data. Selection and 
categorization of the data followed in order 
to derive what were called the primary 
criteria for admission. 

The study covered a period of four and 
one-half months and yielded information 
pertaining to 56 admissions, and to 81 non- 
admissions. There was no consideration 
of admissions forced because of legal con- 
straint of the patients. 

Seven categories of criteria were used in 
the study. These made up three groups 
of criteria: 


1. Those pertaining directly to the state 
of health of the patient. 


2. Those pertaining to the supposed value 
of the patient to the psychiatric 
training program of the hospital. 

3. Those pertaining to circumstances 
which were not directly related to 
the state of health of the patient. 


Tabulation and comparison of the fre- 
quencies of usage of the different criteria 
showed that: 
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1. Criteria pertaining to the educational 
value of patients were not used at 
all as primary criteria. 

2. Criteria pertaining directly to the state 
of health of the patient were of pri- 
mary importance for 72.3 per cent of 


all the patients considered. Criteria 
of “circumstance” were of primary 
importance for the remainder, 27.7 
per cent of the patients. 


Comments about the scope and signifi- 
cance of the study and of its findings are 
included. 
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Attitudes toward mental illness, anomia 


and authoritarianism among state 


hospital nursing students and attendants 


The traditional or modern attitudes to- 
ward mental illness held by the lay public 
are assumed to be important when early 
recognition of symptoms delays treatment 
or hospitalization of the patient and when 
stigma prevents the community acceptance 
or hinders the rehabilitation of former 
mental patients. Important as the lay pub- 
lic’s attitudes toward mental illness are the 
views of mental hospital nurses and at- 
tendants—occupational groups who are in 
direct contact with patients during hos- 
pitalization and treatment. 

If nurses or attendants stigmatize the 
mental patient and respond to him with 
fear, ridicule, rejection and hostility, it is 
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assumed that his recovery will be hind- 
ered and his subsequent rehabilitation re- 
tarded. On the other hand, the modern 
attitudes of acceptance and understanding 
of the patient and his illness are assumed 
to contribute to his recovery and aid his 
readjustment upon release from the in- 
stitution. However, before unfavorable at- 
titudes toward mentally ill persons can be 
improved, we need to know more about 
these attitudes and related social and psy- 
chological factors. The measurement and 
study of selected factors related to tradi- 
tional-modern attitudes of mental illness 
is the problem area of this research. 

The purposes of the study were: (1) to 
construct two scales to measure traditional- 
modern attitudes held by both the lay ~ 
public and mental hospital personnel to- 
ward stigma and symptoms of mental ill- 
ness; and (2) to relate these traditional- 
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modern attitudes to the personality factors 
of anomia and authoritarianism among two 
occupational groups—nurses and attend- 
ants in a state mental hospital. 


THE CONCEPTION AND MEASUREMENT 
OF TRADITIONAL AND MODERN 
ATTITUDES 


The conception of mental illness—Recent 
studies concerning mental illness have in- 
dicated that contrasting viewpoints are 
held by different members in our society. 
These approaches have been given various 
names but, in general, they reflect two 
broad but different orientations to the 
phenomenon of mental illness—lay or pro- 
fessional, public or psychiatric.2, The pres- 
ent study, based on the above conceptions 
of mental illness, describes traditional and 
modern attitudes. The traditional ap- 


proach, which corresponds rather closely 


to the less informed lay or public view- 
point, defines mental illness as a type of 
deviation from normative-rational stand- 
ards. On the other hand, the modern ori- 
entation, which is similar to the concep- 
tions held by the mental health professions 
and better informed lay public, see mental 
illness in psychiatric or psychological 
terms.® 

Persons who hold traditional attitudes 
about mental illness perceive symptoms as 
violent, irrational and unpredictable be- 
havior. According to the traditionalist, a 
sharp difference is felt to exist between the 
normal and abnormal.5 The actions of the 
mentally ill are not considered to be un- 
derstandable because the patients have not 
only lost their minds; they no longer 
possess basic human qualities. On the 
other hand, the modern attitude sees a wide 
variety of psychiatric and psychological 
symptoms as indicative of mental illness. 
Some of these are severe mood swings that 
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incapacitate, suspicion that persists despite 
proof to the contrary, unreasonable fears 
that incapacitate, extremes of depression, 
withdrawal into an imaginary world and 
pathological lying. 

Traditional attitudes stigmatize the men- 
tally ill, the emphasis being on fear, horror, 
shame and disgrace. The former mental 
patient, upon his return to his family and 
community, encounters such traditional at- 
titudes as suspicion, hostility, rejection and 
avoidance. From the modern orientation 
there is little or no stigma, fear, ridicule, 
shame ox disgrace connected with a mental 
illness.) The modern approach focuses 
upon family and community attitudes of 
acceptance and sympathetic understanding 
that looks forward to the restoration of full 
status, privileges and responsibilities. 

The measurement of traditional and 





1Coleman, James C., Abnormal Psychology and 
Modern Life, Second Edition (Chicago: Scott, Fores- 
man, and Co., 1956), 4-22. P 
2Star, Shirley A., “The Public's Ideas About 
Mental Illness.” A paper presented at the annual 
meeting of the National Association of Mental 
Health, 1955. Also, “The Place of Psychiatry in 
Popular Thinking,” a paper presented at the 
annual meeting of the American Association of 
Public Opinion Research, 1957. 


8 For similar views see Cumming, Elaine and John 
Cumming, Closed Ranks: An Experiment in Mental 
Health Education (Cambridge, Mass.: Harvard Uni- 
versity Press, 1957), 103, and Star, Shirley A., “The 
Place of Psychiatry in Popular Thinking,” op. cit., 
6. 

4Cumming, Elaine and John Cumming, op. cit., 
considered unpredictability as a key concept in 
understanding the lay approach to mental illness. 
5 See Coleman, James C., op. cit., 12-13, for a gen- 
eral discussion of “popular misconceptions of men- 
tal illness.” 

6 See Star, Shirley A., “The Public’s Ideas About 
Mental Illness,” op. cit., for a discussion of de- 
humanization as associated in the popular mind 
with mental illness. 
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7For details of the Likert technique see Goode, 
William J. and Paul K. Hatt, Methods in Social 
Research (New York: McGraw-Hill Book Co., Inc., 
1952), 270-276. See also Murphy, Gardner and 
Rensis Likert, Public Opinion and the Individual 
(New York: Harper and Bros., 1938). 

The questions (from which the scales were con- 
structed) were administered by questionnaire to 
the following four groups of subjects: two under- 
graduate classes of 65 students from Blorida State 
University; two classes of student nurses, totaling 
87, affiliating at Florida State Hospital; and two 
classes of attendants, 45 in all, enrolled in an 
inservice training program at Florida State Hos- 
pital. 

The responses to the questions included six 
categories, ranging from “strongly agree” to “strongly 
disagree.” The arbitrary method of scoring the 
responses was used. 

8 See ibid. for a discussion of the split-half relia- 
bility technique. The Spearman-Brown prophecy 
formula for estimating the reliability of the scales 
was used as given in Garrett, Henry E., Statistics 
for Psychology and Education (New York: Long- 
mans, Green and Co., 1947), 338. 

® The samples of subjects used in this part of the 
study included the two groups of nursing students 


mentioned above and succeeding classes affiliating — 


at the same hospital, to make a total of 179 student 
nurses. To the 42 attendants were added succeed- 
ing classes, to make a total of 152. All subjects 
completed the questionnaires between June 1, 1959, 
and January 31, 1960. 

The questions included in the scales were checked 
for the new subjects by the Likert technique in the 
same manner indicated above. 
10Srole, Leo, “Social Integration and Certain 
Corollaries: An Exploratory Study,” American 
Sociological Review, 21(December, 1956), 709-16. 
With the permission of Dr. Srole, his anomia scale, 
with the exception of question number one, was 
used. All items were checked by the Likert tech- 
nique. 

.11 Jbid., see also Adorono, T. W., et al., The Authori- 
tarian Personality (New York: Harper and Bros., 
1950). 

Four of the items of the F-Scale as given by 
Srole were used. However, item number five was 
dropped because it did not discriminate according 
to the Likert technique. In its place this was 
added: “What young people need most of all is 
strict discipline.” 

12 Srole, Leo, op. cit. 
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modern attitudes—An attitude continuum 
was postulated to run from most traditional 
to most modern in each content area 
studied—stigma and symptoms. Thus, an 
agreement with a traditional question as 
well as a disagreement with a modern one 
were defined unfavorable to the modern 
point of view and consequently, accepting 
of the traditional approach. On the other 
hand, an agreement with a modern ques- 
tion or a disagreement with a traditional 
one was considered favorable to the modern 
orientation. Two Likert type’ attitude 
scales were constructed to measure these 
traditional and modern attitudes. The 


scales were a stigma and a symptoms scale 
with the former consisting of 24 items and 
a split-half reliability coefficient of +.93, 
while the latter included 20 questions with 
a reliability of +.88.8 


TRADITIONAL-MODERN ATTITUDES, 
ANOMIA, AND AUTHORITARIANISM 
AMONG STATE HOSPITAL NURSING 
STUDENTS AND ATTENDANTS 


After the traditional-modern attitude scales 
were developed they were used to measure 
the attitudes held by State Hospital attend- 
ants and students nurses.® The scores made 
by these two occupational groups were then 
related to the personality scales of anomia 1° 
and authoritarianism.!! 

Evidence has been presented by others 
to support the hypothesis that anomia or 
“interpersonal alienation” is associated 
with a “. . . rejective orientation toward 
outgroups in general and toward minority 
groups. in particular.”12 . With this hy- 
pothesis in mind, we, in our study, related 
attitudes of stigma of mental illness to 
anomia. The stigma scale was designed 
to measure attitudes of rejection or accept- 
ance of former mental patients who may 
be considered an “out group.” In this study 
it was expected that persons with tradi- 
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TABLE 1 


Distribution of mean and standard deviation scores on anomia, F-scale, 
stigma and attitudes toward symptoms of mental 
illness among state hospital personnel * 





Student nurses 


Attendants 
=152) 


Standard 
Deviation 


(N=179) 


Standard 
Deviation 





Scales Mean 





‘Anomia 6.67 
F-Scale 9.52 
Stigma 3.58 
Symptoms 3.38 


3.59 4.26 
3.99 4.79 
0.59 0.63 
0.48 : 0.51 





* All differences between means were significant beyond the .05 level. 


tional attitudes toward mental patients 
would be alienated or anomic in their atti- 
tudes regarding other persons. Stated con- 
versely, persons who were high on modern 
attitudes of stigma would be low on anomia. 

Authoritarianism is another factor which 
has been found associated with the rejec- 
tion of minorities or out-groups. In this 
study it was expected that attitudes of 
stigma toward mental illness would be re- 
lated to authoritarianism. In other words, 
those individuals who are more authori- 
tarian in personality characteristics would 
tend to be more traditional in their atti- 
tudes toward mental patients. 

The symptoms scale defines the be- 
havioral meaning of mental illness toward 
which attitudes of stigma are directed. 
Those types of behavior that persons are 
willing to accept as indicative of mental 
illness are assumed to bear directly on their 
attitudes of acceptance or: rejection of 
former mental patients. The symptoms 
scale is used as a control variable where 
relating stigma to anomia and authoritar- 
ianism. 

In addition, this research attempted to 


determine whether persons with modern 
attitudes toward symptoms of mental ill- 
ness would be more or less anomic than 
those with traditional attitudes. Further- 
more, are traditional or modern attitudes 
regarding symptoms of mental illness re- 
lated to authoritarianism? Finally, are stu- 
dent nurses more or less modern than 
attendants in their attitudes toward symp- 
toms of mental illness? 
Traditional-modern attitudes and attend- 
ant or student nurse status—According to 
this study, student. nurses were significantly 
more modern in both their attitudes of 
stigma and symptoms of mental illness than 
attendants. Conversely, attendants were 
found to be more traditional in their at- 
titudes than student nurses. The nurses 
were strikingly less anomic and authori- 
tarian than attendants. These conclusions 
were based upon the findings shown in 
Table 1. Student nurses had a mean score 
of 3.58 on the stigma scale; for attendants 
the comparable figure was 3.32.18 From 





13Qn the stigma and symptoms scales a higher 
score indicated a more favorable attitude toward 
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the symptoms scale the mean scores were 
3.38 and 2.94 for nurses and attendants, 
respectively. On anomia the attendants’ 
mean score was 9.33 compared with an 
average value of only 6.67 for student 
nurses. Finally, on authoritarianism the 
attendants averaged 13.87, while the figure 
for nurses was 9.52.14 

Traditional-modern attitudes, anomia 
and authoritarianism—Anomia was the per- 
sonality factor most consistently related to 
traditional-modern attitudes toward men- 
tal illness. Whether student nurses and 
attendants were considered separately or as 
a combined group, those persons express- 
ing more traditional attitudes of stigma 
tended to rate higher on anomia. More- 
over, this significant relationship remained 
even when the behavioral meaning of 
mental illness, as given by the symptoms 
scale, was controlled. Finally, when au- 
thoritarianism also was held constant, the 
main part of the correlation was inde- 
pendent of both control variables. The 
correlations between stigma and anomia, as 


shown in Table 2, were —.48 for the com-, 


bined group, —.55 for nurses and —.35 
for attendants. With the symptoms defini- 
tion controlled, the values were reduced to 
—.33, —.45, and —.25 for the combined 


group, nurses and attendants, respectively. 





the modern viewpoint. Also, on these scales the 
total score per person was divided by the number 
of questions in each scale. 


five i F-Scale were each totaled to make the 
scale values. Also, on both scales the higher the 
score the more anomic and authoritarian. 


15 The control of variables was accomplished by a 
compi¢te partial correlation analysis of the com- 
binations of all scales. The table of partials was 
not included in this paper but may be obtained 
from the authors upon request. Also, the questions 
used in the scales are available in the same manner. 


14 ey Soe on the four item anomia and the 
" 
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TABLE 2 


Correlations * of anomia, F-scale, 
stigma, and attitudes toward symp- 
toms of mental illness among state 
hospital attendants and student nurses 





Combined Student 


group nurses Attendants 





Scales (N=331) (N=179) (N=152) 





Anomia and 


Stigma 
Anomia and 


—.48 —.55 —.35 


Symptoms —.50 -50 35 

F-Scale and 
Stigma 

F-Scale and 
Symptoms 


— .32 -28 22 


—.44 37 

Anomia and 
F-Scale 

Stigma and 
Symptoms 


+.49 +.40 +.38 


+.47 +.37 +.50 
* All coefficients were significant at or beyond 





the .05 level. 


a 


Z 


When authoritarianism was held constant 
the coefficients were scarcely changed.!5 
The connection between anomia and 
traditional attitudes was further indicated 
by its negative correlation with modern 
symptoms of mental illness. In the com- 
bined group, among student nurses and to 
a lesser degree among attendants, those per- 
sons who held modern attitudes of symp- 
toms tended to rate low on anomia. Con- 
versely, those attendants and nurses who 
were traditional in their conception of 
mental illness symptoms were also high on 
anomia. This relationship was indicated 
in Table 2 by correlations of —.50, —.50 
and —.35 for combined group, nurses and 
attendants, respectively. The amounts of 
the coefficients were reduced considerably 








Attitudes of nursing students and attendants 


when stigma and authoritarianism were 
controlled, but they remained above the 
level of significance. Thus, with both fac- 
tors held constant, the values were —.25 in 
combined group, —.31 for nurses and —.18 
for attendants. 

The authoritarian personality factor, 
also, was found to be associated with tradi- 
tional conceptions of mental illness. In 
the combined group, the nurses and less 
clearly among the attendants, those per- 
sons with modern attitudes toward mental 
illness symptoms ranked low on authori- 
tarianism. The correlations were —.44, 
—.37 and ~—.19 for combined group, 
nurses and attendants, respectively. When 
both stigma and anomia were controlled 
the coefficients were as follows: for com- 
bined group, —.24; in the nursing group, 
—.20; and among the attendants, —.02. 
All coefficients remained above the level 
of significance except the one for attendants. 

The moderately high correlation between 
the stigma and symptoms scales constituted 
the final finding of this study. Those in- 
dividuals, whether nurses or attendants, 
who conceived of the symptoms of mental 
illness in modern terms also had less stigma 
regarding former mental patients. Con- 
versely, those persons who held traditional 
views of symptoms tended to stigmatize 
mental patients. However, the relationship 
was stronger in the combined group and 
among the attendants than among nurses. 
The correlations were +.47, +.37, and 
+.50 for combined group, nurses and at- 
tendants, in that order. When anomia was 
held constant, the combined group partial 
correlation was reduced to +.30 but re- 
mained significant. Among attendants the 
comparable figure was scarcely changed 
with +.42. On the other hand, in the 
student nurse group the coefficient dropped 
below ihe level of significance with only 
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+.13 left. Finally, when the F-Scale was 
held constant none of the relationships was 
appreciably changed. 


SUMMARY AND CONCLUSIONS 


The results of this study are summarized 
under six major headings: (1) Two Likert 
type scales were developed to measure tradi- 
tional-modern attitudes of stigma and symp- 
toms of mental illness; (2) State hospital 
student nurses were significantly more mod- 
ern than attendants on attitudes of stigma 
and symptoms; (3) Attendants were more 
anomic and authoritarian than nurses; (4) 
Those persons, nurses or attendants, who 
were high on anomia tended to be tradi- 
tional on both stigma and symptoms of 
mental illness; (5) Modern attitudes to- 
ward symptoms were found to be inversely 
related to authoritarianism, that is, those 
persons holding modern conceptions of 
mental illness symptoms were low authori- 
tarians;. however, the above relationship 
was less consistent with nurse or attendant 
status controlled, most of it being depend- 
ent upon anomia and stigma; (6) The final — 
finding of the study was a positive correla- 
tion between symptoms and stigma. In 
other words, those individuals who held 
modern definitions of mental illness symp- 
toms tended also to hold modern views 
regarding its stigma. 

The two scales developed here should 
be of use in a range of situations calling 
for the measurement of traditional-modern 
attitudes toward mental illness. However, 
the scales need to be subjected to further 
testing and validation on other groups. 

The findings that student nurses were 
more modern than attendants on both at- 
titude scales seem to be in line with the 
results of other studies which have con- 
cluded that younger, better educated and 
higher status persons tend to hold more 
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tolerant attitudes than older, less educated 
and lower status persons. 

It may be tentatively concluded that the 
occupational status differences between 
nurses and attendants alone were not suf- 
ficient to explain variation in attitudes 
toward mentally ill persons. As indicated 
by this study such personality factors as 
intolerance toward minorities or out-groups 
in general and alienation in one’s own in- 


i 


terpersonal relations must also be consid- 
ered important explanatory factors. 
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Casework in lower class districts 


INTRODUCTION 

This is not more than an attempt to de- 
scribe our initial impressions, changing at- 
titudes and approaches following our move 
from a downtown school child guidance 
center into neighborhoods where poverty, 
crowded housing, lack of community facili- 
ties and delinquency are as high as services 
of trained social workers are rare. With- 
out benefit of a research team or even a 
limited caseload our impressions are open 
to revisions and, hopefully, they eventually 
will be subjected to systematic investigation. 


ETHNIC COMPOSITION, SOCIAL CLASS 
AND FAMILY STRUCTURE 

The majority of our clients are Negroes, 
many of them from the South. Among 
other ethnic groups are American Cauca- 
sians, a considerable number of Latin 
American families, a sprinkling of Chinese 
and Filipinos, European immigrants, re- 


located American Indians and a few Sa- 
moans. Economically, occupationally and 
socially our clients belong to the lower, 
lower classes. If there is a recession they 
are the ones who are hit first and hardest. 
Many are one-parent families who are re- 
ceiving Aid to Needy Children. Even if 
there is a father in the home, his wages as 
an unskilled laborer may not be sufficient 
to support a family without supplementa- 
tion from public aid. The size of families 
is large; six to nine children are more the 
rule than the exception, and 11 to 16 chil- 





Miss Fantl is a candidate for a doctoral degree at 
New York School of Social Work, Columbia Uni- 
versity, New York City. She was formerly unit 
supervisor, Child Guidance Services, San Francisco 
Board of Education, San Francisco, Calif. This 
article was adapted from a paper presented to the 
psychiatric social work section of the Golden Gate 
Chapter, National Association of Social Workers, 
in February, 1959. 
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dren in one family is not uncommon. 
Whether natives of the United States or 
foreign-born, many families came from rural 
—frequently impoverished—backgrounds. 
They are living in low-rent public housing 
built during World War II to accommodate 
the influx of war workers and now gradu- 
ally being replaced by permanent housing 
projects. 

During this unforeseen expansion little 
attention was paid to such other needs of 
tenants as neighborhood centers, schools, 
proper sidewalks or streetlights, adequate 
bus services. Many of the organized 
churches are located in adjoining districts. 
Most of our clients attend church regularly; 
some walk a far distance, while others. be- 
long to informal religious groups right in 
the projects. Several of our clients are 
ministers or assistant ministers. Their 


positions seem to give them status within 


their group and provide them and their 
families with a few socially approved out- 
lets. We are told that people who are 
upward mobile leave the more isolated 
districts as soon as they are able to do 
so. This coincides with the wishes ex- 
pressed by clients. 


PERCEPTION OF CLIENTS BY OTHERS 
AND CLIENTS’ LOW SELF-CONCEPT 


Members of various service professions who 
work hard and conscientiously frequently 
feel isolated. There is little status or chal- 
lenge 1 to work in our area and many ask 
for a transfer to a “better” district as soon 





1 Caseworkers are not exempted from this status 
dilemma. Occasionally “professionalization” of 
services is equated with an increase of referrals 
from professional sources, with a decrease of services 
to unskilled laborers and the appearance of a 
clientele which is less economically deprived— 
despite an economic recession—and with scheduled 
versus unscheduled appointments. 
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as they get here. They have trouble un- 
derstanding and communicating with the 
various ethnic groups and they feel that © 
their efforts to help people are not appre- . 
ciated. Some are inclined to consider our 
clients “lazy,” “dumb,” “people on relief,” 
“bad” and “indifferent.” 

This perception of our clients is reflected 
in the low concept the clients have of 
themselves, especially in relation to the 
helping “outsider.” Depending on the 
strength or weakness of their core identifi- 
cation with their own cultural group, 
clients may feel worthless, hopeless and 
helpless in dealing with the endless cycle 
of daily stresses and deprivations. They 
are highly conflicted and confused about 
when to call for help from one of the 
many authority figures—the police, housing 
authority, school, public welfare, court— 
or when to reject them. They feel self- 
conscious about their speech and clothing 
and uncertain about how to act in initial 
contacts. They may have nothing to say 
or they may flood us with material which 
seems of little relevance to the question 
of why the school referred Johnny. It is 
up to the worker to size up the situation 
sensitively, to put the parents at greater 
ease and—through listening, questions and 
restatements—to engage the parents in 
meaningful discussions. We may have to 
listen to many other problems pressing on 
the parent’s mind before we get to talk 
about Johnny, as well as obtain adequate 
information about Johnny’s developmental 
history and other background information 
which frequently has little meaning to the 
client. ; 

Even young children seem keenly aware 
of their lack in social skills. A nine-year- 
old, proud of the knowledge he gained in 
school about the Revolutionary War, asked 
his worker to show him “which is right and 
which is left.” Another boy, supposedly 





retarded and in a special class, expressed 
his liking for his new teacher “because he 
does not just tell kids to do things; he 
shows them how they are done.” 

Early last school year we engaged in 
some heated discussions on whether some 
of the things we responded to in clients, 
or even occasionally initiated, were “thera- 
peutic” or “educational” and if the latter, 
were they within our function? As the 
school year wore on, those doubts must 
have become dissipated, since whenever we 
were able to enhance a client’s concept of 
himself as emotionally or socially more 


adequate, we realized that we had accom- © 


plished a step toward helping him to see 
others differently and to relate to them in 
new ways. 


LOWER, LOWER CLASS AND WORKING 
CLASS DISTRICT 


Casework in a lower, lower class district 
poses somewhat different problems from a 
more regular working class district. In a 
working class district there is a higher de- 
gree of family cohesiveness, more perma- 
nent male figures with whom to identify, 
membership in labor unions and a greater 
pride in achievements in spite of recurring 
obstacles, including unemployment. The 
lower, lower class district has an aura of 
being caught with no way out, daily drudg- 
eries with few rewards and an almost greater 
hanging together and understanding for 
each other in times of trouble than a com- 
mon purpose and mutual joy in the rare 
moments of calm. 

On the other hand, people in our dis- 
tricts show a great need for contact with 
the “outside world” and a genuine appre- 
ciation for any little thing accomplished 
or gesture extended to them. A call to a 
mother who is ill or a card as a reminder 
of Mother’s Day to the members of our 
Mothers’ Group was responded to warmly 
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and elaborately and mentioned for several 
weeks. Among the 150 referrals made to us 


from one of the most deprived districts, ~ 


we do not remember one family whom we 
were unable “to reach” as long as we met 
the clients in a way which made sense to 
them and as long as we did not expect 
them to respond in some stereotyped “thera- 
peutic” fashion. 


FUNCTION OF THE SCHOOL CHILD 
GUIDANCE SERVICES 

The major functions of the School Child 
Guidance Services are direct services to 
clients, consultation to school personnel 
and participation on community commit- 
tees. Because of the high number of re- 
ferrals to us and our desire to give quick 
services to the school, our direct services 
to clients consist mainly of one or two in- 
take interviews or a brief series of inter- 
views accompanied by psychological tests. 
Such intakes or short-term evaluations are 
followed up whenever indicated by refer- 
rals to appropriate community resources, 
mostly family agencies and psychiatric 
clinics. Each worker also carries a small 
continued treatment load, but the major 
function of direct service is in the area of 
intake and evaluations with referrals else- 
where. 

Consultation services to school person- 
nel, as a complex and rapidly expanding 
function of the Child Guidance Services, 
grew out of the realization that as profes- 
sional workers we have a commitment to 
develop—gradually and _  thoughtfully— 
techniques to effect the health and wel- 
fare of larger groups of people. We also 
realized that knowledge and skills need to 
be used cautiously and imaginatively and 
in more ways than one. The goal of con- 
sultation is to enable school personnel to 
deal more effectively—in their professional 
roles as administrators, counselors, teach- 
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ers—with the many disturbing school situa- 
tions they encounter. Consultation is not 
focused on the teacher as a person, but on 
the problem situation and the professional 
role the teacher is asked to perform. With 
increased interest in giving equal services 
to “tough” as well as middle-class districts, 
participation of caseworkers in community 
committees and neighborhood councils be- 

came a small yet integral part of their daily 
activities. 

When we moved into very deprived 
neighborhoods we were ready for some sur- 
prises, but we did not realize how poorly 
our former way of referring cases elsewhere 
would work for all but a handful of “‘non- 
typical” clients. As our communication 
with clients increased, just the reverse 
seemed to happen between us and our usual 
referral sources, all of which are located 
downtown. 

We found ourselves conversing in dif- 
ferent languages. Even when we knew that 
clients needed and wanted help we could 
not be sure that the client would keep 
‘appointments at a certain hour and day 
in a district strange to him and far from 
his home. Even when we were convinced 
of the client’s good intelligence and ego 
strength in the face of insurmountable dif- 
ficulties, we found ourselves at a loss to 
know whether his “ego capacity” to “use 





2Qur referrals come from elementary and junior 
high schools. However, because of the size of the 
families we are aware of the problems of older 
teen-agers. 

3In Myers, Jerome K. and Bertram H. Roberts, 
Family and Class Dynamics (New York: John Wiley 
& Sons, Inc., 1958), 15 and 16, Dr. Myers makes 
the useful distinction between external presses and 
internal stresses. A press is a potential pressure 
on the individual from the environment; it may 
be either stressful or supportive. Emotional stress, 
on the other hand, may add to the individual’s 
negative presses. 
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treatment” would be exactly what the 
worker on the other end of the line had 
in mind. We soon could see that our 
limited time was better spent with clients 
or on community committees than by try- 
ing to explain the need for flexible services 
to individual workers who were caught in 
those structures of the agencies which were 
geared to another echelon of clients. 


ACUTE STRESSES AND EGO DEFENSE 


Families with “social crises” are referred to 
us—a suspension of a child from school 
for stealing, continued misbehaving, using 
“foul language,” “breaking into” a school 
with a group of other young children.? 

Acute stress situations, even with clients 
with whom we continue to work, are much 
more common than internalized conflicts, 
guilt and self-blame. Anxiety is expressed 
by blaming others, by apparent indifference, 
passivity and depression-like behavior. We 
have much to learn about how clients cope 
not only with inner conflicts but also with 
stresses® which are largely produced by 
outside circumstances—irregular employ- 
ment, no food in a society of plenty, re- 
peatedly experienced social barriers and 
cultural strains. We have become cautious 
about the terms we are using to diagnose 
and describe clients’ difficulties. Not only 
norms for behavior or style of impulse ex- 
pression may be influenced by ethnic group 
identification and class structure; we also 
will need to examine carefully what addi- 
tional factors to consider when we describe 
the ego’s mode of dealing with inner and 
outer conflicts. 

Denial of difficulties, projection-like be- 
havior and the sometimes long-winded 
“rationalizations” by clients are not neces- 
sarily the neurotics’ rigid distortions of 
reality. Often it is an anticipation based 
on repeated reality experiences during 
which the client experienced attacks and 





injuries to his self-image.* As soon as the 
client senses that the worker understands 
his underlying anxiety of being “attacked,” 
the “denials” and “projections” seem to 
diminish quickly—although often only tem- 
porarily and, first, in relation to the worker. 
It seems to us that the neurotic client ex- 
periences some level of emotional and social 
enrichment before he resorts to his symp- 
toms as a compromise. We doubt that our 
clients experienced the same type of emo- 
tional and social enrichment since their 
biological drives and resources were nour- 
ished in a different social environment and 
exposed to a chronicity of stressful situa- 
tions. 


TOWARD AN UNDERSTANDING OF 
DEVIANT GROUP BEHAVIOR 


Current casework practice cannot, without 
adaptation of methods and techniques, be 
applied to large families, who frequently 
come from rural areas and whose needs 
and wants for love, affection and security 
are the same as everyone else’s but whose 
value system as to time, property rights, 
manner of speech and clothing, expression 
of feeling and sex behavior are different 
from the conventional norm. In attempt- 
ing to emphasize the social side of human 
behavior, there is perhaps a tendency to 
overstress the “differences” in human be- 
ings or to lose oneself in generalizations. 
It is well to remember that people differ 
only in degree and that they are much 
more alike than they are different. The 
differences might be small, yet subtle 
enough to obscure communication between 
different groups of people, and after all 
communication—verbal and nonverbal— 
with an adequate understanding for the 
subtle aspects of the situation under which 
communication takes place is the vehicle 
for all treatment. 
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To know the way the client is likely to 
view his problem, the agency and the 
worker, from his ethnic point of view or 
class position, are of utmost importance in 
the design of new services. Therefore it 
is not merely a matter of “reaching out” or 
decentralizing offices before services with 
certain client groups will become more 
effective. This must not be misunderstood 
to mean that just because a client is a mem- 
ber of a certain milieu, he will respond a 
priori in an expected manner. People and 
milieux are much more complex, and in 
the last analysis each client’s problem is 
inevitably unique and personal; it is the 
product of the individual’s biological equip- 
ment and his life experiences. However 
certain types of problems occur more com- 
monly under certain subcultural pressures 
which are operating in the client’s life 
experience. 

When working in certain neighborhoods 
one cannot help being impressed by the 
high number of deviant behavior patterns. 
Of course what defines “normal” or “devi- 
ant” behavior is relative to each society. 
Therefore what may seem an “antisocial” 
act to the school may be normal—if not 
expected—behavior for clients. This does 
not necessarily mean that parents or chil- 
dren are without conflict about conven- 
tional values and expectations. Our com- 
mitment to democracy—with the ideal of 
an equal success goal for all, supported by 
our social institutions and mass media— 
instills a desire for a better life, ie., a 
middle-class life style which hardly anyone 
can escape. Who the ones actually are who 
achieve these goals, to what stratum of so- 





¢ Although the author takes full responsibility for 
any opinion expressed in this article, she is in- 
debted to Erika Chance, Ph.D., research associate, 
Department of Psychiatry at Mount Zion Hospital 
in San Francisco, for her helpful criticism and dis- 
cussions, 
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ciety they are more likely to belong, what 
price in strain they or society may have to 
pay for the pursuit of such aspirations is 
another story. 

Deviant behavior as a group response can 
be understood only by a thorough knowl- 
edge of environmental pressures. It is a 
form of adaptation to strain when con- 
formity to societal expectations is positively 
motivated, yet at the same time frustrated 
and unacceptable.5 

To the individual—regardless of society's 
prescription of what is “‘normal,” “deviant,” 
“good” or “bad”—only those groups to 
which he has actual and not fictitious 
access make sense—where he can learn skills 





5 See Cohen, Albert K., Delinquent Boys (Glencoe, 
Il: The Free Press, 1955), 179. 


6 As an example of the development of a subcultural 
ideology see Cloward, Richard A., New Perspectives 
for Research on Juvenile Delinquency (Washington, 
D. C.: U. S. Department of Health, Education and 
Welfare, May, 1955), 80-92. 

7 See Dubin, Robert, “Deviant Behavior and Social 
Structure;” Cloward, Richard A., “Illegitimate 
Means, Anomie, and Deviant Behavior;” and Mer- 
ton, Robert K., “Social Conformity, Deviation and 
Opportunity Structures,” American Sociological Re- 
view, 24(April, 1959), 149, 164-76, 177-89. 

8 We might eventually conceive of a continuum 
with more or less “pure” psychogenic disturbances 
on one pole. For instance, as a school agency in 
a lower, lower class district we did not receive a 
single referral of school phobia in a two-year 
period. Although there will be exceptions to this, 
on the whole mothers do not have this type of 
emotional investment in their children, and fathers 
are shadowy figures. On the other end of the 
continuum we may place “strictly” sociocultural 
reasons for deviant behavior like the delinquent 
gang in a well-integrated criminal adult subculture. 
Most cases will fall somewhere in between the two 


poles. 

9See Cloward, Richard A. and Lloyd E. Ohlin, 
New Perspectives on Juvenile Delinquency (New 
York: New York School of Social Work, Columbia 
University, 1959), 169, Mimeographed. 
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necessary for group membership, where he 
is recognized as “somecne” and is able to 
relate without losing face. The cultural 
milieu as an intermediary between the 
larger social norms and the individual 
chooses certain behavior forms to give 
greatest tension relief from particular 
strains and stresses. It is important for 
social work to pay increased attention to 
those societal strains induced by inconsist- 
ent demands and promises which lead to 
the formation, changes and disbandments 
of subcultural groups® and which influ- 
ence the various behavior adaptions of 
groups? to which the individual belongs. 
Although we are far from having arrived, 
we gradually are becoming equipped to 
see the environment take on new and sys- 
tematic dimensions; until now we were not 
able to give it—as an uncharted plot— 
more than vague recognition. This is not 
an irresponsible take-off into interdiscipli- 
nary skies but a challenge for the social 
work profession. 


A LOOK INTO THE FUTURE 


There is presently a great need among case- 
workers to clarify to what degree a “pre- 
senting symptom” is due to psychopathology 
and to what extent it is a cultural adapta- 
tion to the client’s group memberships. 
Although we can expect the dichotomy of 
what is “personal” and what is “‘sociocul- 
tural” to disappear eventually, at present 
it exists perceptually.® 

With , increased knowledge about the 
client’s dynamic environment, we shall be 
able to differentiate systematically between 
various types of deviant group adaptations, 
their formation, persistency and opera- 
tions.® This will lead to a differential 
diagnostic and treatment approach, much- 
needed to make treatment fit the client. 
Erikson’s concepts of ego identity, social 





role and perception by others, his repeated 
emphasis on mastery, pride in workman- 
ship, the need for individualized opportu- 
nities offer the most perfect synthesis of 
biological drives, childhood identifications 
and added societal expectations presented 
thus far.1° 

Our present diagnostic and treatment 
skills, sensitively tuned and refined to deal 
with situations of intrapsychic conflicts, 
will need broadening to include those en- 
vironmental aspects which influence the 
client’s psychodynamics. Our colleagues 
in group work are developing treatment 
approaches of which we in clinics and in 
public and private agencies are taking no- 
tice.12 

In no way minimizing the major im- 
portance of intrafamilial experiences on 
the personality structure, we began to real- 
ize that other meaningful individuals and 
groups may have a profound impact on 
clients’ behavior and on the developing 
personality. For many lower class children, 
the peer group provides emotional if not 
physical security; it is a place to be recog- 
_ nized, an orientation to what is right and 
wrong, what to say and to whom and un- 
der what circumstances. 

People have many links between their 
inner selves and their environments and 
many different perceptions of what roles to 
take. They see themselves as persons they 
think they are; they have other concepts 
of what they want to be or should be; they 
have a desire as to how they want others to 
see them, and they are afraid of how others 
see them. A person takes one role with 
respect to some people and another role 
with respect to others. As the person grows 
up and as he works, marries and has a 
family, roles may change with time and in 
different settings. A certain amount of 
role experimentation and “sameness” or 
continuity in self-perception and role-tak- 
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ing are necessary for the development of a 
wholesome identity. From a group point of 
view (and every individual belongs to some 
groups) minority adaptations to majority 
norms may be complicated by double iden- 
tities which may result in ambivalent iden- 
tities or even self-hatred and negative group 
identity. This means that certain indi- 
viduals already psychologically prone to de- 
velop a negative identity are more likely 


to develop it under certain subcultural 


pressures. 
Viewing our client from this broader 
perspective, we may want to learn more 
about his actual and imaginary group as- 
sociations, in other words about “signifi- 
cant others” who influence his values and 
aspiration level. Who are the ones he ad- 
mires or hates? Whom does he want as his 
friends? What are their values and goals? 
To what group does he actually relate and 
have access? In other words, what are his 
“social” frustrations, his actual social bar- 
riers which are so important to us in our 
work with clients of various ethnic groups 
and lower social classes? In what way can 
we help to strengthen his inner self and 
widen his social opportunities for a more 
productive life for himself and others? 


PRACTICE APPROACH 


Incomplete as our knowledge about human 
behavior may be, we felt secure enough to 





10 Erikson, Erik H., “Identity and Life Cycle,” from 
Selected Papers: Psychological Issues (New York: 
International University Press, 1959), 171, Vol. 1, 
No. 1. 

11 Lerman, Paul, “Group Work with Youth in 
Conflict,” Social Work, 3(October, 1958), 71-77; and 
“Hard to Reach Youth Project” in Befriending 
Troubled Youth (Chicago: National Federation of 
Settlements and Neighborhood Centers, 1958). 

12 Erikson, Erik H., op. cit. See also: Merton, 
Robert K., op. cit., Chap. VIII, pp. 255-386. 
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make our services as easily accessible, avail- 
able and uncomplicated for the clients as 
we were able to do within our limitations 
of time, being greatly understaffed and 
dealing with overwhelming problems. We 
reconsidered such things as the 50-minute 
hour and careful selection as to whom we 
see and whom we do not—which in our 
district means no services whatsoever. To 
be sure, our approach is very family-cen- 
tered; if anything, we are more family- and 
community-oriented than we ever were, but 
this docs not mean that parents have to 
make a formal application for services or 
keep their weekly appointment six times in 
a row before we dare to see a child. We 
feel that our clients are neither that deli- 
cate nor our techniques that precarious. 

We do not make home visits without 
some evaluation of what is best, realistic 
and most integrative to the total situation 
of each family. We are surprised how few 
home visits we actually make, yet a firm 
belief has evolved that a “reaching out” 
visit in the client’s home or in his yard or 
wherever we find him right then—for 30 
minutes to two hours—might be more 
therapeutic than an office visit three weeks 
hence. Remember, we are dealing with 
acutely felt stress and “social crisis,” i.e., 
an immediate situation as far as the client 
is concerned and as chronic as the situation 
may be from our point of view. Postpone- 
ment of even concrete gratifications, let 
alone “therapy” or “talking out a prob- 
lem,” is not the usual neighborhood pat- 
tern. 

If someone has trouble in our neighbor- 
hood, he is more likely to get into a fight 
right then, to swear, to tell his neighbors 
how wrong the other guy was. Therefore, 
we do not expect clients to be “motivated” 





18 Lerman, Paul, “Group Work with Youth in Con- 
flict,” Social Work, 3(October, 1958), 76. 
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for help in the way we used to perceive 
motivation, and we do not expect verbali- 
zation of “inner conflict.” We listen to 
“projection-like” behavior and “rationali- 
zations” in the same way we used to listen 
to “insight” and “self-blame,” and we ac- 
cept withdrawal and passivity as if the 
client would express an urgent desire “to 
bring about a change within himself,” great 
as his resistance to such change may have 
been. 

If one deals with these types of ego 
defense, the immediate interaction between 
the client and the worker becomes ex- 
tremely important. The client is apprehen- 
sive about the worker, because, up to that 
point, to come to an agency to “talk out 
one’s problems,” had not been the accepted 


. thing to do within his social setting. The 


worker has to demonstrate through his at- 
titude and behavior that he can be of help; 
this is more of a personal task, “an achieved 
status” 18 than when he works in a clinic 
or agency which is highly esteemed by the 
client population. The worker is also ex- 
posed to the community’s pressure to do 
something about the “antisocial” actions 
of the clients, and he must know what the 
clients’ behavior means to his own defenses. 

The mutual focus on the immediate sit- 
uation makes it possible for the client to 
identify with the worker; this is more im- 
portant than an emphasis on insight, al- 
though a certain amount of increased self- 
understanding frequently will result. The 
worker is a participant/observer in each 
interview situation; he has to know when 
to intervene, when to deal with some dis- 
tortions, when to be supportive and when 
to listen questioningly. In order to do 
that, the worker has to understand the 
client's situation truly in its social context. 
He has to evaluate realistically the client’s 
social handicaps, along with his emotional 
difficulties, to clarify and show him possi- 





ble avenues out of his dilemma, offer con- 
crete help if necessary or state that such 
help is not available. Clear, forthright and 
correct statements are ego-supportive. 
Mere passive listening on the part of the 


worker may be felt as hostility and may in- 


crease anxiety of “acting out” behavior. 
However, if the worker intervenes insen- 
sitively, the client is likely to withdraw. 

In clients who are judged derogatorily 
by the community, the desire to relate, to- 
gether with their fearful anticipation, 
needs special consideration. 

By successfully helping clients around 
“immediate” crisis situations, the follow- 
ing may be accomplished: (1) Some relief 
is experienced in his ability to control his 
behavior, and (2) There is a growing feel- 
ing of confidence in the worker because 
he understood the client’s feeling of ex- 
treme anger, fear of losing control or iso- 
lation from others, without becoming 
frightened, “hopeless” and discouraged 
about the client or deserting him as other 
helping professions might have done in the 
past. We know of examples of complete 
silences and passivity in the initial inter- 
views, followed by “reaching out” on the 
part of the client when the worker con- 
tinued to drop in on the client. One of 
those clients is now among the most active 
participants in our Mothers’ Group; this 
does not mean that she attends every ses- 
sion or that she is always on time. She has 
six children under eight years of age; there 
is a different orientation toward time in 
her culture, and we do not minimize her 
resistance against involving herself in a 
close relationship. 


OTHER METHODS OF SUPPORT 


The emphasis in treatment is on!’ the inte- 
grative capacity of the clients, on strength- 
ening the healthy part of their defense 
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structure and on an emotional relearning 
of interpersonal experiences as well as on 
neurotic conflicts. Since it is easier to pro- 
ject blame onto external circumstances, it 
is important for the worker not to over- 
identify with the client’s difficulties and to 
distinguish when discrimination and other 
cultural material is used defensively to ob- 
scure intrapsychic conflict. With clients 
whose egos are rather impoverished and 
who have relatively low internalized ten- 
sion build-up, the need in treatment is less 
on abreaction than for strengthening their 
controls and for the enhancement of their 
self-concept so that they feel less over- 
whelmed and helpless. For this we have to 
look not only for anxiety, anger and con- 
flict (of which they have plenty) but also 
for such positive experiences and oppor- 
tunities accessible to them as joy and mu- 
tual satisfaction. 

We found it gratifying to come across 
an article by Jerome D. Frank, which 
stresses this, among other important points. 
Anyone working with “hard to reach” fam- 
ilies knows about the endless crises and 
often clinically defined traumatic experi- 
ences which haunt them. In our Mothers’ 
Group, which is composed of clients we 
never thought we would “reach” let alone 
see join a group, emotions and content be- 
come so heavily loaded with stories of 
violences, jails and brutalities that one of 
the coleaders spontaneously responded (io 
what we are starting to call “flood release”) 


. by asking whether there was anything en- 


joyable in their daily lives. Since cruelty 
#hd other abuses could not fill their entire 
day, how did they get started in the morn- 
ing, and what was a “typical” day like? 
This openly guided expectation of what can 





14 Frank, Jerome D., “The Dynamics of the Psycho- 
therapeutic Relationship,” Psychiatry, 22(February, 
1959), 17-39. 
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be discussed and looked at in addition to 
“problems” had amazing reprecussions for 
the following group sessions and resulted 
in a number of beneficial changes in the 
family lives of these mothers. 


JOINT INTERVIEWING 


We began to see jointly both parents or 


whole family groups on a continued basis. 
Our impressions here are tentative and we 
are aware of the much more systematic ef- 
forts in family interviewing taking place 
in our field. So far we have found -con- 
tinued joint interviews useful and sup- 
porting the strength in a family situation 
(although differences are aired) when, to 
begin with, there are evidences of some 
family cohesiveness. In families who are 
psychologically pulled apart we do not find 
this to be the case. Our major focus is on 


the family as a unit—its collective strength, 
stresses within the unit, problems and 
strains in relation to the community and 
possibilities and limitations of growth po- 


tentials. We focus on the individual to 
assess his roles and the possible strains on 
these roles which lead to his inadequate 
functioning as a member of his family. 
We found individual interviews for a se- 
verely disturbed family member an im- 
portant adjunct to the joint sessions. To 
work gradually toward a more conceptual- 
ized frame of “family identity”—as ex- 
pressed by Kermit Wiltse *—with families 
who are socially and culturally handi- 
capped seems an important task. We are 
neither so naive nor foolish to think that 
the road ahead of us is an easy one. 
Unimportant and “superficial” as it may 
sound to those who are more interested in 
the hidden aspects of behavior, the mere 





15 Wiltse, T. Kermit, “The Hopeless Family,” So- 
cial Work, 3(October, 1958), 20. 
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act of pulling up chairs, getting and talk- 
ing together in the presence of a person 
who is interested, ready to observe, restate 
and clarify what is said and observed, and 
who is not hesitant to make occasional ap- 
propriate suggestions, may have great 
meaning for the internal aspects of the 
family structure. It also may be the begin- 
ning of a more gratifying experience be- 
tween the family and the community. The 
worker then becomes truly a specialist in 
human relations. “Interaction” and “com- 
munication” per se have little meaning un- 
less the worker as a participant/observer 
is sharply tuned to the psychological and 
environmental forces operating in clients 
and between himself and his clients. He 
has to understand his clients’ and his own 
verbal and nonverbal behavior and expres- 
sion as well as his own attitudes, which are 
based on his background and experiences; 
these are likely to color his perception and 
feeling for the situation which is confront- 
ing him. 

Our experience in joint interviewing has 
been short and limited so it is perhaps a 
little presumptuous to present a brief and 
partial example of what happened in a 
family we had known for six months. Only 
because similar trends were noticed in 
working with other families do we believe 
that our preliminary report warrants men- 
tion here and that it may be of interest to 
others: 

The family is large—16 children ranging in age 
from a new baby to a twenty-three-year-old. Four- 
teen are living at home. Without exception, all 
of the school age children are reported to have 
had serious behavior difficulties in both school and 
community, although these difficulties are too 
numerous to list here. The parents are Negroes, 
born in the South where they began hard work 
on farmis at an early age, with a minimum of edu- 


cational or other opportunities to prepare them 
for the more competitive life they would seem to 
like for themselves and for their children. 





This family may be somewhat different from 
their neighbors—or at least different from those 
with whom we come in contact—because the father 
not only has a steady job but one which also ranks 
high among unskilled laborers, consilering his 
ethnic background and limited early opportunities. 
Also, the parents stayed together over the years 
despite severe marital discord. Like other clients, 
they easily perceive their children as “bad” and 
“headed for jail,” especially when they misbehave 
in the community. Yet, despite their anger and 
expressed disappointment, they seem to have real 
concern and warmth for each other and for the 
children. There is real habying and enjoyment 
of the tiny ones, but this turns into harsh treat- 
ment, hollering and punishment as soon as the 
children are no longer babies. There is endless 
pride in the older children who succeeded in the 
army, in white-collar jobs or in college. 

We contacted the family by phone regarding 
what was an immediate and major crisis in school. 
The parents, feeling haunted by the police, the 
court and the school, did not want anything to 
do with us. The mother was sure that we, like 


everyone else, were against her, after her and sure 


to drive her children into jail. The worker was 
primarily a listener throughout the entire 30-minute 
telephone conversation but she did ask a few 
relevant questions, admitting that the situation was 
an awful mess and spelling out, tentatively, some 
alternatives to think about. 

The mother’s tirade subsided, and when the 
worker suggested that it might be a good idea to 
get together sometimes to meet the father and 
whichever children were around, the mother asked, 
“Right now?” For the next few weeks the worker 
met with this family every week for two hours or 
more. The parents were always present; of the 
older children, those participated who wanted to 
come or those who presently had problems at home 
or in school. 

The little ones stormed in and out of the room, 
sometimes tiying busily to make friends with the 
worker. It should be noted that most of the joint 
interviews were conducted in our offices upon mu- 
tual agreement between parents and worker; that 
we went back to home visiting when it became too 
difficult for the mother to pack up her family 
because of her advanced pregnancy; and that at 
no time was a meeting canceled or broken. 

We found that in the beginning, as was our 
experience with other families, complaints were 
rdised against school, police, court and neighbors 
und then shifted to bitter accusations against each 
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other. The worker listened, restated some of the 
problems, asked questions and finally picked out 
one area—among the many expounded on lengthily 
or repeatedly (‘flood release”) or touched upon 
briefly—about which something could perhaps be 
done. After the customary inital “no,” substantiated 
by reasons frequently based on realities, the worker 
succeeded—by further questions, listening to feel- 
ings expressed and by realistic appraisal of the 
situation in her own mind—in pointing out a 
number of ways the situation could be handled 
more satisfactorily. 

As we carefully tapped the ego strength of the 
clients (in our case it is the strength of the family) 
by empathizing with some of the clients’ difficulties 
for which there are no ready answers1¢ and as 
we realistically attempted to clarify and sift out 
possibilities within the clients’ reach, we found the 
family became less hopeless and less helpless about 
the many real and imaginary odds stacked against 
them. They began to look actively for resources 
in the family and community which could handle 
a few things differently. The court, the police, 
the many injustices and social barriers experienced 
became less the cause and object of attack for 
“all problems,” although in time of renewed crisis 
they are likely to respond with their old pattern, 
not infrequently with some justification. 

In the fourth session, one of the adolescents who 
rarely talked at home, even without a stranger 
around, grudgingly expressed his anger—if not his 
rage—that his parents would call on the police to 
beat him up, take him away for a day1? when 
he was “bad” or he would take off from home to 
get away from the noise and quarrels. Both par- 
ents seemed truly surprised that all of this would 
bother the boy to this extent, and father and son 
finally talked to each other after months of silence. 

Space does not permit us to report on the worker's 
contacts with the school, the nurse and court, all 
of which we find to be an equally important part 
of our work. 





16 Sometimes a brief statement by the worker— 
such as “that’s surely tough”—may convey to the 
client that the worker is fully aware of the impact 
of his experience, and the client may be able to 
move on to an area of more productive discussion 
or activity. 

17 The “authorities” are frequently called in to 
settle personal disputes among our clients which 
a middle-class family would handle, by themselves, 
or perhaps through a friend or lawyer. 
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After seven joint interviews several shifts had 
taken place. After eight years of employment the 
father got up the courage to explain to his white 
foreman that he was needed at home in the even- 
ings; within days he was working on a different 
shift. He and his older boys started to talk to 
each other; the mother began to reconsider whether 
“all that was wrong” with her daughters was that 
they were “rotten and spoiled.” The father said 
if it had not been for his wife he would have left 
a long time ago since she is the one who holds the 
family together; this remark led his wife to bake 
him a cake for his birthday. 

The following sentiment about the worker was 
expressed by the mother: “That's the first time 
anyone talked to us like that; usually I am treated 
like an animal.” The father remarked: “The 
‘right’ kind of people never speak to us; we have 
to pick our friends where we can find them.” 


OPEN HOUSE AFTERNOON 


Our original plan was to set aside three 
hours each week during which two work- 
ers would be available to see school-re- 
ferred clients either in a group or in in- 
dividual interviews. We called our group 
“Mothers’ Group” because of the small 
numbers of fathers in our caseload. At this 
writing we had held 25 sessions and we 
were as excited as we were “tentative.” 

As a start we thought of our open house 
afternoon as a social affair—to acquaint 
clients with our services and with each 
other. We reasoned that the group meet- 
ings gradually might become more prob- 
lem-centered and that a core of clients 
might emerge who could go into a regular 
group therapy session. We gave a good deal 
of consideration to whom we would want 
to select for the more “therapeutic” group, 
through what methods, and to which cli- 
ents might be better suited for individual 
interviews. 

We had a slow start, especially with our 
“Mothers’ Group,” since unintentionally 
we became too selective and too slow about 
inviting mothers to the group. With clients 
who avoid tension build-up and who re- 
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spond best to help when internal and ex- 
ternal pressures are great, a “waiting list” 
of even two or three weeks becomes mean- 
ingless. Things changed as soon as we 
made the group the starting contact with a 
new client, with perhaps a 15 to 30 minute 
interview preceding the first group session. 
Our most responsive clients come from very 
deprived neighborhoods. We never could 
claim perfect attendance, but from the be- 
ginning the meetings seemed meaningful 
to the mothers. The sessions are not only 
problem-centered; they are more family- 
and self-focused with “less projecting out” 
than are some of our individual interviews. 
In many ways we expected this, since dis- 
cussing problems in a group may be less 
threatening than discussing them in indi- 
vidual interviews. The refreshments and 
babysitting arrangement we tried to work 
out are incidental to the meetings. We are 
surprised about the leadership quality and 
initiative our mothers show in the group, 
considering that the neighborhood is said 
to have no potentials for any kind of lead- 
ership. Some of the clients have been com- 
ing from the beginning while some others 
who came once or twice keep in touch 
with us by phone or by unexpected office 
visits. At times a father might show up or 
an older daughter and not infrequently 
clients arrive a day earlier or at 10:00 a.m., 
instead of 1:00 p.M., and we talk to them, 
—pointing out the correct time of the meet- 
ing but listening to their problems anyway. 

Although the group attendance of moth- 
ers might be irregular, we can be sure of 
a prompt knock on the door from a group 
of six- and eight-year-olds who started to 
drop in on us on the afternoons following 
the mothers’ meeting. Some are the sons of 
clients, and we usually notice them roam- 
ing the streets, since they are too disrup- 
tive and restless to take part in the or- 
ganized after-school activities. We recently 





contacted a neighborhood center in an- 
other district and our inquiry about the 
possibility of obtaining a group worker 
for these boys met with a favorable re- 
sponse. Unfortunately we have neither 
staff nor time to respond to the many 
groups of youngsters who come by, first 
to look us over, next to return to “sit 
around the big table and talk” or use the 
playroom, or report some important news 
or who just come and say nothing. 


PUTTING BACK THE “SOCIAL” 


In our diagnosis and tentative treatment 
plans we try to deal with the “social” in 
the client’s environment in more than a 
descriptive way. To say that a client or 
his family lives in a slum area, that there 
are 15 siblings, that the family is Negro or 
Filipino, that the father is an unskilled 


laborer, presently unemployed and there- 
fore unable to pay for casework services or 
“not ready to use casework services,” is not 
sufficient for our purpose. The client’s ex- 
posure in the social structure brings about 
different stresses and strains which impinge 
on his “psychological” make-up from with- 
out. This is true whether he belongs io the 
upper, upper classes or to the lower, lower 
classes, as our clients do. The strain and 
stress systems differ, depending on where 
the client and his family is located in the 
social structure, and to what ethnic, occu- 
pational or religious group he belongs. Al- 
though greatly pressured with requests for 
services, we do not feel that our time is ill 
spent because clients are not “motivated” 
for help, have little “insight” and do not 
readily phone for an office appointment. 
We consider every cultural improvement 
we are able to bring about to be a psycho- 
_ social improvement—in the true sense—for 


the client. 
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Johnny or any of his siblings may steal 
because they are just plain hungry and the 
swiping of food, money and toys is not such 
an exceptional misdeed in Johnny’s neigh- 
borhood. More often than not, he steals 
continuously because there exists an emo- 
tional conflict of one kind or another in 
addition to all the other social handicaps 
within his family—disturbed or changing 
parent figures, older siblings in trouble 
with the-law or unemployment with all its 
emotional, physical and social implications. 
Johnny may or may not have experienced 
emotional and physical traumata at an 
early age; he is living presently in a situa- 
tion which does not prepare him for a so- 
cially useful life. Some of the children 
may be less “emotionally sick” than we 
think they are and our chance to treat them 
and their families with our present psycho- 
logical techniques remain slim unless we 
gain a deeper understanding of their en- 
vironmental stresses. 

In addition to Johnny's or his family’s 
psychopathology (which needs to be treated 
whenever it is present) where are the 
strengths in Johnny's situation? What is 
left of his family unit, including older 
siblings, grandparents, etc., and what are 
his positive resources for growth and social 
integration? Who are his peers; what kind 
of behavior pattern do they show as a group 
and what is Johnny’s attachment, relation 
and role to them? Who are the “significant 
others” outside his family—teachers, 
nurses, ministers, policemen—whom we 
could enable to have a more satisfactory 
relationship with Johnny and his family? 
Family caseworkers and clinicians will need 
to expand their horizons—if they are not 
doing so already—to collaborate more 
freely, more effectively, less preciously and 
confidentially with other agencies around 
so-called “multiple problems families” and 
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to develop techniques *® to further com- 
munication and understanding between 
various key figures and the clients. The 
best planned casework job with a family 
might falter as long as the children’s teach- 
ers and others who come in contact with 
the family perceive the family as “no good” 
and “hopeless.” We deal not just with 
child-parents relationships; we also need 
to deal with the community perception of 
the clients. For example, to enable a 
teacher, through case-centered conferences, 
to have Johnny—who is a poor learner in 
addition to being a disturbing nuisance 
—accomplish a small task which he was 
never able to accomplish before will give 
both teacher and child a sense of mutual 
satisfaction. This might not seem much 
but if repeated, Johnny and children with 
similar problems might develop friendlier 
relationships with their teachers. 

Johnny might not go to school for an- 
other seven years being perceived as lazy 
and a nuisance, the only consistent self- 
image he ever was able to form—until he 
becomes convinced of it, too—that this is 
his place in society. Many misunderstand- 
ings between people and misconceptions 
about people are caused by cultural differ- 
ences, distorted expectations and a break- 
down in communication. This leads to 
increased anxiety and stereotyped percep- 
tions of each other. Once we become clear 
as to what these differences are we may be 
able—by helping others in the community 
—to deal more satisfactorily with our cli- 
ents. 





18 Caplan, Gerald, Mental Health and Consultation 
(Washington, D. C.: U. S. Department of Health, 
Education and Welfare, 1959), 269. 


19 Stein, Herman D., “The Concept of the Social 
Environment in Social Work Practice,” Smith Col- 
lege Studies in Social Worr, (june, 1960), 188-210. 
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By its mere existence a service like ours 
—small and incomplete as it is—demon- 
strates to the neighborhood and to the 
other key figures (probation officers, police, 
nurses, etc.) that they are no longer alone 
to tackle problems which are overwhelm- 
ing, that someone thinks, spends money 
and time to work with “those” families 
that we too fail at times, no matter how 
hard we try. Let us remember that it is 
tough to live or work in certain districts. 
We try to become part of the neighbor- 
hood and this seems the easiest part of the 
job. The schools, the police and the mer- 
chants welcome the opportunity to talk 
to someone about the way they see the 
problems; we need them just as urgently, 
for as caseworkers we can no longer work ‘ 
in a professional vacuum. We have to un- 
derstand the place we occupy in the com- 
munity along with all the other helping 
professions; we have to be clear about our 
professional value system and goals which 
may be slightly different from the other 
helping professions; we have to be more 
accepting and more understanding and less 
punitive, just as we need to be clear about 
how the clients are viewed by the commu- 
nity and how they may perceive us. 

Putting back the “social” into social 
work, therefore, does not just mean mak- 
ing more home visits and doing otherwise 
“exactly what we have done before.” Nor 
does it mean returning to “old-fashioned” 
social work, although this would be better 
on many occasions than doing nothing. 

It means seeing the environment in a 
new, dynamic way and becoming cognizant 
of the social processes which impinge on 
the individual from without.!® 

Our perception, in the light of new 
knowledge of what is important, is chang- 
ing as new formulations of diagnosis and 
treatment are developed. 
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Group counseling 


with expectant mothers 


Investigators from various fields agree that 
group counseling is effective in helping 
patients with problems which arise in the 
premarital period and during marriage. 
Although the problems of expectant moth- 
ers have been discussed in premarital and 
marital counseling groups, it appears that 
up to the present time group counseling 
has not been sufficiently utilized with ex- 
pectant mothers who have been brought 
together in a group of their own. 

A review of the literature revealed two 
group counseling experiments with ex- 
pectant mothers, both in public clinics. 
Moreno (2) reported the use of psychodrama 
with mothers of infant children and sug- 
gested that her approach can also be effec- 
tive during pregnancy when this experience 
is stirring up conflicts within the prospec- 
tive mother. Caplan(1l) reported an ex- 
periment in a clinic in Israel where the 
purpose of group discussion was to modify 
the mother’s emotional attitude toward her 


child. A report on a continuing experi- 
ment in group counseling with expectant 
mothers conducted by a family counselor 
and a physician may, therefore, be of value 
and interest. 

Group counseling needs to be differen- 
tiated from classes in ‘“Parentcraft” and 
“Preparation for Childbirth,” and from 
group psychotherapy. The classes, offered 
by various church, educational or welfare 
groups in the community, usually have the 
following characteristics: they include the 
patients of a number of physicians; they 
are primarily lecture programs which also 


offer demonstrations and utilize various 





Dr. Hurvitz is in the private practice of marriage 
and family counseling and psychotherapy in Los 
Angeles. 

This paper is based on an experiment conducted 
with the obstetric patients of Richard P. Berko, 
M.D., who participated as a resource person in 
this project. 
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audio-visual aids; they are presented in 
public places, and large group attendance 
_ is encouraged. These classes are primarily 
concerneu with teaching certain skills and 
; presenting preselected information during 
‘ a prescribed course of study. In our ex- 
periment with group counseling. with ex- 
pectant mothers each of these characteris- 
‘tics is modified, and we are not interested 
in teaching the skills of motherhood or 
offering preselected information. Although 
we encourage the participants in our group 
to attend such classes in the community to 
secure the very worthwhile skills and in- 
formation offered there, we, in our group, 
are primarily concerned with the attitudes 
and feelings of the expectant mothers. 
Group psychotherapy is an intensive 
process which involves exploration of un- 
conscious motivations and attempts to 
bring about basic changes in patients who 
have psychological problems.. In some 
forms of group psychotherapy the relation- 
ships between the group members and the 
unconscious meaning that they have for 
each other is explored, and there is evalu- 
tion of transference and countertransfer- 
ence, analysis of resistance, etc. In other 
forms of group psychotherapy sociometric 
techniques are used and patients are helped 
to gain insight into their unconscious mo- 
tivations by psychodramatic methods. In 
our experiment with group counseling we 
encourage the expectant mothers to express 
their attitudes and feelings and to try to 
understand their sources, and while there 
is considerable discussion and evaluation 
of the importance of childhood and grow- 
ing-up experiences and attitudes toward 
sex, marriage, pregnancy, birth and moth- 
erhood, this is always on a conscious level. 
We work on the assumption that our group 
members are normal women and that preg- 
nancy and childbirth are normal events for 
them, and although some women may show 
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psychological problems, our purpose is to 
achieve more positive attitudes rather than 
character changes. 

The group of expectant mothers reported 
here was formed over a year and a half 
ago in response to the expressed and un- 
expressed questions of obstetric patients. 
The first meeting was convened by invita- 
tional letters which were followed up by 
phone calls. None of the five women who 
attended the first meeting knew each other. 
Attendance at subsequent meetings—which 
take place every other week in the recep- 
tion room of the physician’s office—ranges 
from five to nine women, and about 30 
different women have participated in this 
program up to the present time. No addi- 
tional fee was set for participating in the 
group meetings and new women are invited 
to join the group by the physician when 
they pass their fourth month of pregnancy. 
During the first few sessions refreshments 
were offered midway through the hour and 
a half meeting and during these meetings 
some of the women offered to bring cookies, 
etc. As the group members became more 
involved with their feelings they did not 
want to give up group time for refresh- 
ments so this was discontinued. 

Although the first group meeting was 
an awkward one, all the group members 
participated spontaneously or when they 
were invited to express themselves in sub- 
sequent meetings. When a question was 
put to the group by the group leader, one 
or another woman responded. The group 
leader then invited the other women to 
express themselves about the question or 
about the remarks made by the others. 
Each woman was thus encouraged to ex- 
press herself about any subject that came 
up during the group meetings. Meetings 
sometimes end with each participant’s re- 
capitulation of the important points made 
during the evening’s discussion. When a 
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new member joins the group the most 
recent new member before her is asked to 
explain to her the group’s purpose and 
method of functioning. 

The group which we formed is an “open- 
ended” group, meaning that new members 
are brought in as former members drop 
out. Such a group has both strengths and 
limitations. The experienced group mem- 
bers help to create a climate for discussion 
for the new members by expressing their 
own feelings freely and thus set an example 
for these newcomers. This is helpful be- 
cause there was a tendency for the group 
members to look to the leader for all the 
answers when the group was first organized. 
It was only with continued participation 
in the group that the members learned 
that they were expected to search their own 
and the other group members’ attitudes 
and experiences for their answers. The 
experienced group members transferred 
this understanding to the new members 
by involving them in self-exploration and 
by helping them to understand that their 
own feelings are as important as those of 
an “expert.” One of the problems in this 
method of functioning arises when the 
group discusses a question that has been 
discussed previously, and the experienced 
group members tend to control the discus- 
sion and to give the “right” answers. How- 
ever, with continued group participation 
the experienced group members play a more 
enabling role in the discussion. 

An unanticipated development took 
place when women came back to the group 
after they had given birth. This is helpful 
to the other group members in some ways: 
(1) The women who had given birth report 
how the group discussions had helped them 
prepare for childbirth; (2) These women 
make suggestions to those yet to deliver 
about how to manage their hospital stay 
and give them information they had ac- 
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cumulated to the time they left the hos- 
pital; and (3) The presence of these women 
in the group points up the continuity be- 
tween the predelivery and _ postdelivery 
periods. . 

At the same time the presence of the 
women who had given birth also has some 
disadvantages: (1) The women who had 
given birth raise questions the others are 
not interested in—questions about their 
infants; (2) These women, who had par- 
ticipated in the group for four or five 
months, became a kind of subgroup whose 
members know the answers and who oc- 
casionally dominate the discussion by their 
ability to express themselves freely. As 
we continue to work with these women 
we help them focus on the primary pur- 
pose of the group—to help expectant 
mothers—and we encourage them to recom- 
mend the value of group counseling to 
their pediatricians. 

A positive aspect of having both pre- 
partum and postpartum women in the 
group relates to the physician’s use of 
hypnosis in childbirth. When women who 
had experienced childbirth by hypnosis 
came back to the group and indicated how 
successful the procedure had been and how 
pleased they were with it, other group 
members are readier to try this procedure 
themselves. As group members turned over 
and more and more women reported their 
satisfying experiences with hypnosis, a 
climate of acceptance of hypnosis developed 
which plays an important part in helping 
the new patients accept childbirth by this 
method. 

One of the important functions of the 
group discussions is to uncover problems 
which require individual attention. Al- 
though each of the women in the group 
had been known to the physician for ap- 
proximately four months when she was in- 
vited to join the group, occasionally one 
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of them would report something significant 
in a group meeting, something she hadn’t 
reported in her appointments with the 
physician. This was true of a woman who 
was concerned about her husband’s hered- 
ity. In other instances women reported 
incontinence and diarrhea when this was 
mentioned by other women in the group. 
When they were asked why they did not 
report these symptoms in their individual 
appointments, these women usually replied, 
“I didn’t think this is important,” or “I 
didn’t want to bother the doctor.” As a 
result of group discussion these women 
learned that other women reported what 
they considered inconsequential informa- 
tion in their appointments, and when they 
noted that the other women were not 
criticized for this, it became possible for 
them to talk about other things they other- 
wise might not have brought up. 

During the group discussion it also be- 
came apparent that some of the women 
were experiencing domestic and marital 
problems, and these women were referred 
to the family counselor member of the 


group leadership team. Much of the group ~ 


discussion is concerned with the relation- 
ship between wives and husbands, attitudes 
toward children, the responsibilities of 
family members, etc. On the basis of their 
frank discussion of the various questions 
raised, it is possible to determine which 
women have such serious problems in their 
home situations that professional help is 
needed. In one instance a woman reported 
that since she had been informed that there 
should be no sexual intercourse with her 
husband after she entered her ninth month 
she expected that he would seek gratifica- 
tion from other women, prostitutes in- 
cluded. Although this woman was un- 
happy about this expected behavior on the 
part of her husband, she felt that he was 
entitled to sexual gratification even though 
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it was not with her. When this was dis- 
cussed in the group, methods of gaining 
sexual gratification other than through 
intercourse were explained, and when this 
woman reacted violently to this discussion 
she was invited to see the counselor pri- 
vately. In a series of private consulta- 
tions her attitudes were explored more 
thoroughly and she was helped to resolve 
the problem which might have become the 
source of a serious marital conflict. 

An important factor in group counsel- 
ing is the group leader. The group leader 
should have the professional training and 
experience which enables him to offer the 
information the group members need when 
they request it and to evaluate the suitabil- 
ity of the information that group members 
give to each other. The group leader 
should also have the kind of training and 
experience which enable him to under- 
stand and accept all the feelings that group 
members express about themselves, each 
other, their husbands, parents, present chil- 
dren and unborn children. Because of the 
setting and the purpose of the group for 
expectant mothers, the group leadership is 
divided. This, however, does not present 
any special problems because the two lead- 
ers work as a team. 

The physician member of the leadership 
team is primarily responsible for offering 
and evaluating information and the family 
counselor member of the leadership team 
is primarily responsible for dealing with 
the feelings of the group members. The 
physician, with his special competence as 
an obstetrician and gynecologist, offers in- 
formation about physiology, anatomy, hyp- 
nosis, hospital procedures, etc. The family 
counselor, who is a professionally trained 
family caseworker and marriage counselor, 
is primarily concerned with the feelings of 
the group members because of his special 
competence in the field of family problems 
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and interpersonal relations. He is respon- 
sible for creating a permissive environment 
to stimulate the participation of all the 
group members and to assist them to dis- 
cuss their significant personal experiences 
and attitudes and reveal their fears and 
anxieties. In action the family counselor 
sets the atmosphere of the group and guides 
the group discussion, and the physician, 
who is present at each meeting, serves as 
a resource person when his special skills are 
required. Our experience leads us to be- 
lieve that such a co-operative form of group 
leadership is not confusing to the group 
members and helps them to become aware 
of the special competence of each coleader. 

As we have indicated previously, there 
is no planned discussion at the group meet- 
ings. Instead, we discuss whatever subjects 
are of interest to the women present. Some- 
times the discussion is started by a question 
asked by the group leader and sometimes 
by a question asked by a member. The 
group leaders and members not only ask 
questions for which they want answers; 
they also ask questions to learn the atti- 
tudes of other group members, and they 
often bring newspaper and magazine clip- 
pings to the meetings, information they 
consider of interest to pregnant women 
and useful in stimulating discussion. Al- 
though the discussion is not always started 
with questions, these do arouse group 
participation. We have, therefore, phrased 
the many subjects we discussed in our 
group meetings in the form of questions so 
others who may want to attempt group 
counseling with expectant mothers may 
have the benefit of our experience. 

The questions are grouped together be- 
low in 10 self-explanatory areas, and in an 
eleventh area. In addition to the questions 
we indicate our purpose in asking them, 
the principles we attempt to elucidate or 
illustrate and our educational goals. 
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1. Childhood attitudes to pregnancy and 
motherhood: A 
What was the earliest information you 
had about conception and birth, and 
what meaning does this have for you 
now? 

When did you first think that you 
would some day be a mother? 

What are some of the feelings you had 
about becoming a mother? 


What childhood fantasies did you have 
about becoming a mother, and how 
do you feel about these fantasies now? 


These questions are asked to help the 
women understand that their present atti- 
tudes to pregnancy and motherhood have 
grown out of attitudes they had as young 
girls. Some of their earlier attitudes and 
experiences may have created either ideal- 
ized models or negative patterns to the 
extent that they now may have feelings 
that are inappropriate to comfortable 
motherhood. The discussion of these ques- 
tions is aimed at helping the women un- 
derstand where their present feelings may 
have originated and at developing construc- 
tive and realistic attitudes toward mother- 


hood. 


2. Present attitudes to pregnancy and 
motherhood: 
Did you attempt to conceive without 
being successful, and what were your 
and your husband’s feelings about this? 
How did you feel when you first 
learned you were pregnant, and have 
your feelings changed as you have 
progressed through your pregnancy? 
What are your feelings about your 
pregnant self; are you prettier or not? 
What do you miss most about being 
regnant; what pleases you most about 
ing pregnant? 
What are your reasons for having a 
baby? 
Are there times when you resent being 


pregnant? 
Do you wonder whether you will have 
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the feeling of motherhood for your 
child or whether you will be a good 
mother? 


These questions are also asked to elicit 
present attitudes to pregnancy and mother- 
hood. But with these questions the more 
immediate idealized or negative attitudes 
are elicited, and the women are also en- 
couraged to express any ambivalence they 
may have about being pregnant. The dis- 
cussion of these questions helps the women 
to understand that there are times when 
each of them has some ambivalence about 
being pregnant and to accept this as part 
of the process of pregnancy. 


3. Mood changes in pregnancy: 
Do you have sudden and unexplain- 
able mood changes? 
Are you more irritable or sensitive to 
things during your pregnancy? 
Do you believe that your feelings about 
things and people are more intense 
now? 
Do you ever feel “high” or in a dream- 
like state? 


One of the kinds of questions the women 
feel most free to ask each other relates to 
their mood changes. When such questions 
are asked they are explored on two levels. 
First, to help the women become aware that 
their mood changes are normal during 
pregnancy, to help them understand the 
sources of these mood changes both in their 
physiology and psychology, and by such 
awareness and understanding to help them 
to anticipate these feelings and thus be 
less disturbed by them. Second, these ques- 
tions are used to get at some of the more 
significant feelings indicated in the follow- 
ing group of questions. 

4. Fears regarding the mother herself in 
childbirth and after the birth of her 
child: 

Are there times when you are fright- 
ened about being pregnant? 
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Do you wonder whether you will be 
unable to bear the pain of childbirth? 


Do you ever think that this is not the 
right time for you to have a child in 
terms of your own employment, your 
husband’s career, the long-term plans 
you and your husband have made, etc.? 


Do you fear that your marriage, career, 
or life may be ruined by a child? 

Do you believe that you will die in 
childbirth and leave your baby with- 
out a mother? 

Are you worried that you will not re- 
turn to your normal size after the baby 
is born? 


Do you have any fears of hospitals; 
what are your feelings about hospitals? 


Do you think you can understand how 
some women feel when they decide to 
have an abortion? 


Do you think you can understand how 
some women feel when they decide to 
give their unborn babies away for 
adoption? 


These questions are asked to help the 
women express any negative attitudes they 
may have toward pregnancy and mother- 
hood, to express their fears of childbirth, 
and by expressing these fears to help the 
women “cast them out.” When the women 
expose their negative feelings and fears 
and learn that the other women who are 
just like them in so many other ways also 
have such negative feelings and fears, they 
become more ready to accept that such feel- 
ings and fears are part of the experience 
of pregnancy and childbirth and are not 
the signs of a deranged person. The discus- 
sion of these questions is associated with the 
women’s fears about their own lives, fears 
which may be expressed in their ambivalent 
attitudes toward pregnancy. The discus- 
sion also gives the women information 
about modern obstetrics to help them un- 
derstand that on a reality level their fears 
are no longer appropriate. Where a par- 
ticular woman appears to have a dispropor- 
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tionate amount of anxiety regarding preg- 
nancy and childbirth, she is referred for 
counseling or psychotherapy. 


5. Fears regarding the child: : 
Do you fear that your child will die 
during the process of childbirth? 

Do you fear that your child will be 
born prematurely? 

Do you fear that your child will be 
deformed or mentally deficient? 


What are your feelings about buying 
hat i baby’s clothes now, before the 
aby is born? 


Whereas the questions in a previous 
group are focused on the woman’s fears 
about herself, the questions in this group 
are focused on the mother’s fears about her 
child. By learning about the feelings of 
other women, they are ready to accept that 
such fears are part of the experience of 
childbirth. The discussion of these ques- 
tions is associated with attitudes of guilt 
and the expectation of punishment the 
women were ready to express. Here, also, 
the discussion gives the women informa- 
tion about modern obstetrics to help them 
to understand that on a reality level their 
fears are no longer appropriate, and where 
a woman appeared to have a dispropor- 
tionate amount of anxiety regarding the 
normalcy of the coming child in relation 
to the other group members, she is referred 
for counseling or psychotherapy. 


6. Attitudes of the husband during his 
wife’s pregnancy: 
Have your husband’s attitudes toward 
you changed since you became preg- 
nant? 
When did your husband first think 
he would some day be a father? 
Whose life changes more when a baby 
is born, the husband’s or the wife’s? 
Who is more anxious to have a baby, 
the husband or the wife? 
What meaning does a child have for 
a man’s way of life; his ideas about 
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adventure, continuing his education, 
changing his job, etc.? 

Do you think it is “fair” for women 
to be pregnant for nine months and 
the men not to have any of the burden 
of pregnancy? 

Do you anticipate a change in your 
relationship with your husband after 
the new baby comes? 


Do you think that your husband will 
be able to handle himself and the 
situation properly when the time comes 
for you to go to the hospital? 


These questions are asked to help the 
women understand that their husbands are 
also involved in their pregnancy and child- 
birth, to help them become better aware 
of the various feelings men have toward 
their pregnant wives and the meaning of 
parenthood to their husbands’ way of life. 
To the women, pregnancy and motherhood 
may represent the fulfillment of a child- 
hood fantasy, but for the men it may repre- 
sent giving up childhood fantasies regard- 
ing adventure, etc. The wife who under- 
stands this may be better able to help her 
husband accept the responsibilities of 
fatherhood and to help him regard his child 
as a symbol of a more mature masculinity, 
rather than to resent the child because it 
represents the thwarting of childhood 
dreams. The discussion of these questions 
is also expanded to include a review of the 
reciprocal role responsibilities of the hus- 
band and wife in marriage and family liv- 


ing. 


7. Attitudes of the mother to the infant 
child: 
What are the enjoyable aspects of be- 
ing a parent; what are the unenjoyable 
aspects? 
How do your feelings affect the growth 
of the child? 
Can an infant's or child’s dependence 
be regarded as a burden? 
Can a normal man or woman resent 
parenthood? 
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Are parents always pleased with their 
child’s growing independence? 

How do tensions between parents af- 
fect the infant child? 

Do you want a boy or a girl and why? 
Does your husband want a boy or a 
girl and why? Did your mother want 
a boy or a girl and why? Did your 
father want a boy or a girl and why? 
What meaning does your parents’ pref- 
erences mean to you? 

Do we repeat our parents’ pattern of 
attitudes and experiences with us with 
our own children? 

What are your feelings and preferences 
about breast nursing or bottle nursing 
your child? 

What are your feelings about an in- 
fant’s defecation, urination, and other 
bodily functions? 


Whereas questions in the previous areas 
elicit general attitudes to parenthood, ques- 
tions in the present group gain more spe- 
cific expressions of feelings toward an infant 
child and develop insight into the source 
of these feelings. The whole complex of 
positive and negative feelings toward one’s 
infant and maturing child is expressed 
here, and the negative feelings are accepted 
as a natural part of motherhood. They 
are not regarded as evidence of a woman 
who is unsuited for motherhood. Not only 
are the women encouraged to express their 
attitudes about situations involving infant 
children they know; situations with which 
they are unfamiliar are also brought to 
their attention for consideration. 

In the discussion efforts are made to help 
the women understand that the attitudes 
they will have toward their children will 
not arise fully developed or thought out 
upon the birth of the child, but that these 
attitudes have been developing during their 
own growing-up experiences. The discus- 
sion helps the women become aware of this 
in such a way that the experiences they have 
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had will not stand in the way of a most 
constructive relationship with their chil- 
dren. 
8. Attitudes of the mother when there is 
another child at home: 


How have you prepared the present 
child for the birth of the new baby? 


How do you handle the present child 
with a new one coming; will there be 
jealousy and how can it be handled? 
Can a parent have a favorite child; do 
you think your parents had a favorite 
child? 

Do you believe that you will have feel- 
ings for your first child that you will 
not have for your other children? Are 
you a first or a subsequent child? 


These questions are asked to help the 
women in the group who are already moth- 
ers to become better aware that they may 
expect a response from their present child 
when the new child is born and brought 
home. In the discussion it is brought out 
that it is natural for a child who has had 
his parents to himself for two or three 
years to have some feelings about a new 
child coming into his life, that these would 
probably be feelings of jealousy and resent- 
ment and that these feelings would be ex- 
pressed in the child’s own way. The 
mothers are also helped to become better 
aware that because of their own experi- 
ences in their parents’ family, they may 


‘ have preferences for a boy or girl, a first 


or subsequent child, and may make choices 
among their own children. The discussion 
helps the mothers to become aware of these 
feelings and to prepare to handle them in 
such a way that they will not disturb the 
relationship between the mother and all 
her children. 
9. The social role of the mother and the 

maturation of her children: 

What is expected from the modern 

parent in his relations with his chil- 

dren? 
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What are the qualities of a “good” 
mother; where did you get these ideas? 
What would you prefer your relation- 
ship to your child to be? 

What is required of you if you are to 
be the model of women for both your 
male and female children? 

What are the different roles of the 
wife-and-mother? 

What are the different activities for 
which the wife-and-mother is respon- 
sible? 

What part do your attitudes to men in 
your life play in the way you will be- 
have toward your sons; what part do 
your attitudes to women in your life 
play in the way you will behave to- 
ward your daughters? 

What are the general expectations of 
a child for the first six months, year, 
etc., in relation to walking, talking, 
being weaned, toilet trained, etc.? 


What do we have to know about the 
physical and emotional problems of 
growing up for boys and girls to be 
effective parents? 
Many women in the group raise ques- 
tions about their functions and responsi- 
bilities as wives and mothers in the family. 
Many questions are also asked on the 
changing reciprocal responsibilities and ex- 
pectations of the parents and their matur- 
ing children. Here again the discussion 
emphasizes the importance of attitudes and 
feelings in the relationship between parents 
and children, but the focus is upon the 
various roles of the parents. The discus- 
sion helps the women to understand that 
they play three different kinds of roles in 
their families: functional, which are the 
behavioral aspect of the status of wife-and- 
mother; control, which are the expression 
of attitudes associated with the source and 
kind of authority exercised within the fam- 
ily; and symbolic, which are formed as a 
result of interaction with persons who play 
an important part in the early emotional 
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development of the women and which still 
have meaning for them. The components 
of the functional roles are also discussed 
and the norms for their behavior reviewed. 
In addition, the women are given informa- 
tion about pamphlets and publications 
issued by various organizations and agen- 
cies; useful books are presented to them, 
and they are encouraged to make use of 
their neighborhood libraries, etc. 

When it became apparent from the kind 
of discussion that took place about other 
questions that some of the women are 
concerned about their sexual relationship 
with their husbands during their preg- 
nancy, questions specifically aimed at 
getting at these concerns were asked. The 
attitudes of some women from certain 
ethnic groups indicated that they appeared 
to be very permissive about their husbands’ 
extramarital sexual activities although they 
are very disturbed by these activities. The 
discussion of these questions is aimed at 
helping the women express their feelings 
about their own and their husbands’ sexual 
attitudes and behavior. Noncoital sexual 
activities are suggested to relieve sexual 
tensions during the period when inter- 
course is prohibited, and those women who 
may have had some guilt about such ac- 
tivities are informed that such behavior 
is part of a normal marital relationship. 


10. The woman’s anatomy and physi- 
ology, and the mechanism of inheri- 
tance: 

Why do you menstruate? 

How does the baby grow in the 
mother’s body? 

What does the inside of your body 
look like? 

Can you tell if your baby will be a 
boy or girl? 

What determines whom the baby will 
resemble? 

What happens when a woman be- 
comes pregnant? 
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These questions are asked to help the 
women better understand the structure 
and functioning of their bodies, particu- 
larly their reproductive systems, and also 
the mechanism of inheritance. The dis- 
cussion utilizes charts, models and pam- 
phlets issued by various concerns and in- 
stitutions and visual aids which help us 
to achieve our purpose. 


11. Miscellaneous: 
Why do girls, brides, wives cry? 
What are some of the superstitutions 
you have heard about pregnancy? 
What are your feelings about the 
ceremonials which involve the infant 
child: circumcision, christening, etc.? 
Will there be any problem with par- 
ents, in-laws, grandparents, etc., in 
naming, taking care of the baby, etc.? 
Do you think that your mother-in-law 
will regard you differently after you 
have become the mother of her son’s 
child and the mother of her grand- 
child? 
What are your husband’s feelings 
about your having to stop working? 
Have you been able to get unemploy- 
ment compensation when you stopped 
working? 
What are the pros and cons of having 
the husband present when his wife is 
examined by the physician? 
What are your husband’s feelings 
about the physician who examines his 
wife’s genitals? 
What were your experiences with 
hypnotism? 
What is the meaning to you of these 
discussions? 


These questions are asked for a variety 
of purposes—some to secure information, 
some to arouse discussion and some to pre- 
pare the group for more significant ques- 
tions. The ultimate purpose of these ques- 
tions and the others that we raised is to 
help the women understand that they have 
attitudes and feelings which have arisen 


448 


from their significant associations and ex- 
periences and that they should express 
their attitudes and feelings. In our dis- 
cussion we attempt to help the women be- 
come aware of their attitudes and feelings, 
to understand their sources and to express 
them. It is our understanding, reinforced 
by our experience with this group, that 
participation in the process of self-under- 
standing makes it easier for the expectant 
mothers to handle more effectively the 
tasks of pregnancy, childbirth and mother- 
hood. 

The subjects and feelings we discussed 
and explored in our group meetings may 
be summed up as follows: Although mother- 
hood is the fulfillment of childhood ex- 
pectations and fantasies and is also the 
expression of love in marriage, it is also 
a time of concern, anxiety and fear. The 
women express their positive desire for chil- 
dren but they also express their fears that 
they will not be able to stand the pain of 
childbirth, that their children will be born 
prematurely, that either they or their chil- 
dren will die in the birth process, that their 
children will be mentally and/or physically 
deformed, that they may lose some of their 
physical attractiveness as a result of their 
childbirth experiences or that they will not 
respond lovingly and be good mothers to 
their newborn children. 

The expectant mothers are concerned 
about the changes taking place in them- 
selves and the feelings that these changes 
arouse. They have concerns about their 
husbands’ attitudes toward them during 
their pregnancy and feel the need to satisfy 
the physical and emotional needs of their 
husbands now and of both their husbands 
and children after their children are born, 
and they express some feelings about the 
unequal burden they carry as wives and 
mothers in relation to the load of husbands 
and fathers. They are concerned about the 
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social roles of husbands and wives, about 
their responsibilities to each other and to 
their other children and about their rela- 
tionships with such other family members 
as parents and in-laws. 

We can see, therefore, that . although 
pregnancy and childbirth are normal proc- 
esses, they are also experiences which evoke 
considerable anxiety in the expectant 
mothers. We believe that our experience 
with group counseling with expectant 
mothers helps to relieve this anxiety and 
helps the expectant mothers face preg- 
nancy and childbirth with more positive 
attitudes. 

In conclusion, as a result of our experi- 
ence up to the present time, we believe 
that there are important values in group 
counseling with expectant mothers. We 
believe the group helps: 

1. Provide a setting and an opportunity 
for mutual discussion of questions’ that 
concern pregnant women and for the ex- 
pression of their feelings about pregnancy, 
childbirth and motherhood; 

2. Develop positive attitudes toward 
pregnancy, labor and childbirth; create 
feelings of ability and effectiveness about 
handling their infants and growing chil- 
dren; and develop attitudes toward their 
children which will help them function 
more effectively as mothers; 

3. Give the group members information 
about their bodies—structure and func- 
tion—and about conception, foetal develop- 
ment, the birth process, etc.; and to relieve 
uncomfortable feelings and tensions where 
incorrect information caused difficulties; 

4. Group members become aware of the 
sources of their present attitudes and feel- 
ings about pregnancy, childbirth and moth- 
erhood, to evaluate the significance of these 
sources and to become aware that their 
attitudes and feelings are not unique but 
are also experienced by other women; 
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5. Make it easier for pregnant women to 
ask questions which concern them in their 
individual appointments and to reveal spe- 
cial problems that are followed up in indi- 
vidual interviews; 

6. Establish attitudes in the group mem- 
bers which help them better understand 
their husbands’ attitudes, feelings and be- 
havior during their pregnancy, create a 
more satisfactory sexual relationship with 
their husbands during their pregnancy 
and assist them in creating a more effective 
total marital relationship between them- 
selves and their husbands. 


SUMMARY 

This paper reports an experiment in group 
counseling with expectant mothers. The 
organization of the group and various ad- 
ministrative and procedural aspects of the 
group’s functioning were described. Group 
counseling was differentiated from classes 
in parenthood and from group psycho- 
therapy; the role of the group leader was 
emphasized, and the division of responsi- 
bilities of the family counselor and the 
physician in the group were reported. The 
way information gained in the group ses- 
sions was used with individual group mem- 
bers was presented, and the type of refer- 
rals made for individual treatment was 
described. Many of the questions raised 
in the group meetings were listed by cate- 
gories and the purpose of these questions 
was presented. The values of group coun- 
seling as revealed in our experience were 
indicated. 
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ROBERT DEWAR, M.A. 


Escapes from a mental hospital 


The freedom which the average person in 
our society enjoys is little appreciated until 
it is curtailed. This can occur when the 
individual enters any of what Goffman (2) 
has termed “total institutions.” This term 
covers such places as mental hospitals, pri- 
sons, TB sanatoria, and refugee camps 
where there is usually considerable restric- 
tion of the individual’s freedom. When 
faced with a restriction of this type, the 
individual has three choices: he can sub- 
mit to the restriction; he can revolt; or he 
can escape from the institution. 

In recent papers Goffman, tbid, Ellen- 
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berger (1) and Sommer (7) have all dis- 
cussed the effects of total submission of the 
inmate to the institution and the result- 
ing syndromes of “hospitalitis,” “‘prisoniza- 
tion” and “desocialization.” The second 
type of reaction to a restriction of freedom 
—revolt—is rareiy if ever found among 
schizophrenic patients. Organized hospital 
revolts have been the work of admission 
ward psychopaths, alcoholics, defectives or 
the criminally insane rather than ‘schizo- 
phrenic patients. Since the greatest pro- 
portion of patients in large mental hospi- 
tals are schizophrenic, the question of 
mutiny is not too important from the 
psychiatrist’s standpoint. The third reac- 
tion to a restriction of freedom—escape— 
will be the focus of this paper. 

The goal of this study is to learn such 
things as the frequency of elopement,! the 
type of ward from which elopements occur, 
the time of elopements, where patients go 
when they elope and the opinion of both 
staff and patients regarding elopements. 





METHOD 


The study was carried out in a 1,500-bed 
mental hospital in which three of the 
twenty-one wards have unlocked doors. 
The hospital is located in a small Canadian 
city of 8,000 population which is the mar- 


keting center for a large rural area. The 


study included interviews with 31 patients 
—14 of whom had eloped from the hospi- 
tal and had subsequently been returned— 


and with 93 staff members, as well as a. 


survey of all elopements during a three- 
year period. 

Hospital records for the period from 
June 1, 1955, to May 31, 1958, were con- 
sulted and the following information ex- 
tracted: the number of patients who 
eloped, the day and month of the elope- 
ment, how the patient eloped, how the 
patient was returned, whether the patient 
had parole,? the length of hospitalization, 
type of ward, age and diagnosis. A more 
detailed analysis was carried out on the 
records of 44 elopements during a seven- 
month period—January I, 1958, to July 31, 
1958—to determine where elopers were 
found, the reasons they gave for running 
away and how long they were absent from 
the hospital. 

After this information had been gleaned 
from the hospital records, patients and 
staff were interviewed to discover their 
views of the situation. Twenty-one nurses 
and thirty-one patients were interviewed. 

Interviews were also conducted with the 
nurses who were familiar with certain pa- 
tients who had eloped. Two nurses, in 
addition to the ward supervisor, were asked 
of each specific case: “Do you think that 
the elopement of Mr. X was a good thing 
or a bad thing; i.e., does it indicate im- 
provement, getting worse or neither? Have 
elopements increased or decreased over the 
past three years? (If you do not know, 
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guess.) Has the hospital been taking too 
much risk in giving the patients more free- 
dom—parole, open doors, etc.? Are we 
endangering the public by doing this?” 

In this way opinions were obtained from 
the nurses concerning 31 specific elope- 
ments. For this part of the survey 72 nurses 
were interviewed. 


RESULTS 


The greatest number of elopements oc- 
curred during the 1955-1956 period when 
105 (42 female and 63 male) patients 
eloped. In subsequent years the number 
of patients eloping was 64 (25 female and 
39 male), 73 (22 female and 51 male), and 
77 (39 female and 38 male). There was no 
significant sex difference, since the ratio 
of men to women in this hospital is 3:2. 
The number of elopements has been rela- 
tively stable since the initial decrease in 
1956. The analysis of the records showed 
that elopements are most common in the 
summer months of June, July and August. 
Saturday was the most popular day for 
eloping. Approximately half of the elope- 
ments occurred from the patient’s ward; 
the other half occurred while the patients 
were outside of the hospital on parole, 
working, at occupational therapy or recrea- 
tion. 





2“Parole” refers to the patient's right to leave the 
hospital ward unescorted during specified hours 
of the day. The most common type is grounds 
parole which allows the patient to go anywhere 
on the hospital grounds. A number of patients 
are also allowed to leave the hospital grounds if 
they wish. Many patients have their own keys, 


8 These figures indicate the number of different 
patients who eloped during this period. Where 
a patient eloped more than once, only the first 
elopement was included in the survey. The last 
figure, 77, was the number of patients eloping 
during the period fr::m June 1, 1958, to May 31, 
1959. 
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One-eighth of the sample eloped from 
parole. About 85 per cent of the patients 
were returned to the hospital by hospital 
staff or police. Fifteen per cent returned 
voluntarily. Occasionally the patient was 
not returned but discharged from elope- 
ment. Elopements were less frequent 
among patients who had been in hospital 
more than 10 years. Elopements decreased 
rapidly with age. They are most common 
among patients twenty to thirty years of 
age. Elopements were found to be much 
more frequent on wards with locked doors 
than on open wards. Thirty-eight per cent 
of all patients who eloped had parole at 
the time of their elopement. The records 
show that approximately 60 per cent of the 
elopers were diagnosed “schizophrenic.” 
This is comparable to the percentage of 
schizophrenic patients in the hospital. 

Of the sample of 44 elopements studied 
in detail, 18 patients managed to reach 
home or some other town or city in their 
endeavor to escape. Twenty-four elopers 
got no farther than the city (one mile dis- 
tant) or the highway leading out of the 
city. The remainder returned voluntarily 
or were discharged from elopement. On 
each elopement record there is the patient’s 
statement of his reason for running away 
from the hospital. By far the most frequent 
reason was the desire to go home. Seven 
of the 17 patients who said they wanted to 
go home actually got there. The length 
of time that patients were gone from the 
hospital varied from 20 minutes to 60 
days. Sixty per cent of elopers were re- 
turned to the hospital within five hours. 
Five patients were gone more than one day. 
The records of a mental hospital in On- 
tario show that one escapee from that in- 
stitution reached Australia before being 
located. 

Estimates of the number of elopements 
that had occurred during the preceding 
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year varied widely among both patients 
and staff. Many interviewees had no idea 
of the number of elopements. Both groups 
underestimated their frequency. The 
median estimate for the patients was 17, 
while the median estimate for the staff was 
22. The actual number of elopements 
during the period had been 74. It was 
generally felt by both staff and patients 
that staff carelessness did not prompt elope- 
ments. Both staff and patients also felt 
that the most frequent reasons for eloping 
were a desire for home and the feeling of 
being “fed up with the hospital.” 

A number of patients had never at- 
tempted to escape for they considered it 
a waste of time; they would only be caught 
and brought back. Practically all patients 
interviewed expressed the opinion that the 
majority of those who escape are caught. 
A few others felt that a patient should not 
leave the hospital until the doctor says he 
is ready to go. Some reasons given for not 
running away were: “there is no place to 
go; you cannot get a job; it is not right to 
run away; you would be brought back and 
punished for it.” Of the 17 patients who 
had not eloped, 13 said that they had never 
considered doing so. 

The staff members interviewed were 


‘ unanimous in stating that parole patients 


are no more likely to elope thin those 
without parole. The patients’ views were 
evenly divided on this question. The hos- 
pital records showed that there was a 
greater proportion of elopements among 
parole patients than among the others. 
Does an elopement indicate anything 
about the patient’s condition? While the 
majority of both patients and staff inter- 
viewed felt that it usually indicated no 
change in the patient, one-third of the 
sample said it meant improvement. The 
nurses interviewed seemed more reluctant 


- to view an elopement as a sign of improve- 





ment than did the patients. Agreement was 
. very slight among the nurses who were asked 
if they thought a particular patient’s elope- 
ment meant that he was improving, getting 
worse or neither. 

The reasons for elopments should de- 
termine to some extent where patients will 
go when they run away. Most of the pa- 
tients interviewed said that they would go 
home if they ran away. The vast majority 
also felt that other patients would do the 
same. The nurses interviewed were in 
greater doubt as to where patients go when 
they elope, although the patient’s home was 
still considered the most likely destination. 

When asked how one might go about 
escaping from the hospital, most of the 
patients recognized that having parole 
made elopement relatively easy. Other 
methods of escape mentioned were: run- 
ning away from a group which was walking, 
working, or at recreation or occupational 
therapy, escaping through a window, get- 
ting a patient with a key to let you out. 
Six of the thirty-one patients interviewed 
had no idea how they could escape. 

Length of hospitalization seems to af- 
fect the patients’ attitudes toward elope- 
ments. Patients who were hospitalized less 
than a year had little idea of the frequency 
of elopements and more readily blamed 
staff carelessness for the elopements. How- 
ever these patients had more realistic no- 
tions on how to escape and where to go. 
As mentioned previously, short-stay pa- 
tients had a higher elopement rate than 
long-stay patients. All four patients who 
felt that one should stay in the hospital 
until the doctor says he is better had been 
hospitalized less than eight months. 

The opinions of patients who had eloped 
and those who had not eloped differed on 
only two questions. The elopers thought 
that parole patients were more likely to 
elope. These patients also had more def- 


Escapes from a mental hospital 
DEWAR 


inite ideas on where they would go if they 
ran away. 

Not only were the nurses unaware of 
the actual number of elopements; they 
were also unaware of the relative stability 
of their frequency in recent years. Thirty- 
six per cent of a sample of 64 nurses said 
that elopements had increased during the 
previous three years. A similar propor- 
tion believed that elopements were occur- 
ring less frequently. 

As might be expected, a sizable propor- 
tion of the total number of elopements 
from the hospital was made up of the few 
patients who eloped whenever the oppor- 
tunity arose, especially when they were off 
the ward with a group. For example, one 
lady had eloped 21 times in less than two 
years; another patient had been known 
to elope three times in one day. 

The staff was generally optimistic about 
the increased freedom patients have been 
given in the past few years. Practically all 
nurses interviewed felt that the hospital 
was not taking too much risk nor endan- 
gering the public by increasing the patients’ 
freedom. Many expressed the view that it 
created a better appreciation for and un- 
derstanding of mental illness in the com- 
munity. 


DISCUSSION 


If an elopement is considered a bid for 
freedom, would an increase in freedom 
result in fewer elopements? The open door 
policy has been very successful in many 
mental hospitals. It has been found to 
work more efficiently and usually requires 
less staff once the patients and nurses be- 
come accustomed to the system. A natural 
fear on the part of the nurses, at first, is 
that many patients will escape. This is 
what happened at Central Mental Hospital 
in Hatton, England, where Dr. Edward 
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Stern (8) gradually opened all the doors of 
that institution: escapes increased at first, 


then decreased to a point lower than before . 


the doors were opened. The symptoms of 
frustration and resentment which are pro- 
duced by confinement are usually taken to 
be part of the patients’ illness. 

An analysis of the hospital records shows 
a sharp decrease in the frequency of elope- 
ments after the 1955-1956 period. It is 
impossible to attribute this to any single 
factor, but increased freedom to leave the 
wards has no doubt been important. Since 
the initial period investigated, more pa- 
tients have been given parole, and security 
regulations have been generally less strin- 
gent. With the emphasis changing from 
custodial to therapeutic care and rehabili- 
tation, discharge from the hospital is easier 
than it was formerly. The increasing prac- 
tice of allowing patients to go home on 
week ends or for two weeks’ or thirty days’ 
leave has increased the patients’ interest 
in returning home and has given them 
hope of leaving the hospital permanently. 
A change in attitude toward elopements 
may have affected the number of reported 
“escapes.” The fear that formerly shrouded 
elopements prompted a nurse to report 
every disappearance immediately rather 
than to look for a patient who may have 
just wandered off and could be found 
easily. \ 

Elopements from a mental hospital 30 
or 40 years ago were considered a more 
serious offense than nowadays. In his auto- 
biography William Seabrook (6) mentions 
that only suicides were dreaded more than 
attempted escapes. Now an elopement is 
not treated with fear or alarm but is often 
seen as an indication of initiative on the 
part of the patient—a desire to leave. 
Thomas Hennell (3), in his autobiography, 
says: 
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“And I think it fair that one should . 
be moderately punished, not for escap- 
ing but for failing to escape effectually. 
He who gets clear away for a fortnight 
cannot be returned to an asylum without 
fresh or sufficient reason.” 


In this hospital it is not' uncommon to 
discharge a patient from elopement or, if 
he has gone home, to let him stay for a 
visit. 

Although we may think of escapes from 
a mental hospital as inevitable, this phe- 
nomenon is somewhat influenced by cul- 
ture. In describing Japanese mental hos- 
pitals of the early 1900’s Peterson (5) re- 
ports that “There is never an effort on the 
part of the patients to escape.” 

It is interesting to note a few of the rea- 
sons which were not given as explanations 
for escapes: overcrowding, lack of privacy 
and insufficient staff and treatment (espe- 
cially for the chronic patients). 

Throughout the interviewing for this 
study it was evident that many of the long- 
stay patients had little interest in elope- 
ments. Some were not ever aware that 
people did run away from the hospital, 
while a few others felt that it was not 
the right thing to do. The general impres- 
sion was that these chronic. patients had 
little interest in getting out of hospital. A 
few chronic nonelopers had considered 
running away but had never done anything 
about it. Another point which seems to 
indicate a lack of interest in adjusting to 
society was the fact that only two patients 
of all those interviewed mentioned the de- 
sire for a job as one of the reasons for 
running away from the hospital. This dis- 
culturation of chronic mental hospital pa- 
tients has been found in other research done 
at this hospital (7). 

The use of the concept “elopement” is 
often questioned by the staff. They feel 
that patients frequently wander off in a 





confused state or are late returning from 
parole with no intention of leaving the 
hospital. This is supported by the fact 
that one-seventh of the patients who elope 
return voluntarily, and about one-fifth of 
them are found on the hospital grounds. 

Some striking differences can be seen be- 
tween escapes from mental hospitals and 
those from prisons. An escape from a 
prison is a serious thing and when at- 
tempted is done with great determina- 
tion, unlike most mental hospital escapes. 
The lack of planning and the large propor- 
tion of single escapes from mental hospitals 
are in sharp contrast to prison escapes, 
which sometimes involve years of planning 
and the help of many inmates. On only six 
occasions during the last two years did two 
or more patients leave this hospital to- 
gether. 

This underscores the point made by a 
former patient: “There are no wholesale 
attempts at breaking out of an insane 
asylum. The mental condition of insane 
patients seems to preclude entirely their 
co-operating in escape attempts. They act 
alone. They keep their plans, if they are 
able to plan, entirely to themselves. They 
do not act in concert in anything; they are 
completely individualistic” (4). 

Four of the six combined escapes from 
this hospital involved only patients from 
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admission wards. Two of these cases in- 
volved both sexes. Of the 15 patients who 
took part in the six combined escapes, four 
were schizophrenics; two were mental de- 
fectives; two were alcoholics; three were 
depressives; one was a neurotic; one was a 
behavior disorder; one was a pathological 
personality; and one was a paranoid state. 
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ALCOHOL EDUCATION FOR THE 
LAYMAN: A BIBLIOGRAPHY 


By Margaret E. Monroe and Jean Stewart 


New Brunswick, N. J., Rutgers University Press, 
1959. 166 p. 


There has long been a need for a good 
bibliography of educational materials con- 
cerning alcohol, which would include se- 
lected material on the major problem of 
alcoholism. This book very ably meets 
that need for its contents actually cover a 
considerably broader area than the title 
Alcohol Education for the Layman would 
lead one to believe. 

The term “alcohol education” has un- 
fortunately long been associated with tem- 
perance propaganda and special pleading. 
To their great credit, the compilers and 
annotators of this bibliography, Margaret 
E. Monroe and Jean Stewart, of the Gradu- 
ate School of Library Service at Rutgers 
University, have succeeded in avoiding this 
narrow connotation. They have shown a 
high degree of scholarly objectivity in their 
choice of materials for inclusion. The re- 
sult is a valuable reference work for stu- 
dents of the subject; it is suitable not only 
“for layman's use at high school, college 
and adult level,” which is the authors’ 
stated purpose, but for professional use 
as well. 

Included are books, pamphlets, study 
course materials, films and film strips, 
amply demonstrating the more important 
developments in this field up to 1958, the 
year the selections were made. It is to be 
hoped that the book will be brought up 
to date periodically since new materials 
are constantly being developed and should 
become as easily accessible as the materials 
included here. 

The criteria used for making: selections 
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are simple but effective: “sound authority 
in the field of alcohol education, com- 
petent and honest communication of the 
information in a form useful to the lay- 
man, and an important contribution to an 
area of alcohol education.” In the case of 
the films, a particularly exhaustive study 
was. made with the guidance of a group 
of highly-qualified specialists in the field, 
resulting not only in a good selection but 
in excellent description and evaluation of 
the films selected. The authors also make 
sound suggestions on the proper use of 
the films, which is almost as important as 
having the right film! 

In view of the growing interest in sound, 
unbiased information on both alcohol and 
alcoholism, the publication of a definitive 
source book on the wealth of materials now 
available is both timely and important. 
Every library should possess a copy— 
Marty Mann, The National Council on 
Alcoholism, Inc., New York, N. Y. 


SURVEY OF STUDENT OPINIONS 
ABOUT LEARNING EXPERIENCES 
IN PSYCHIATRIC NURSING 


By Goldie Ruth Kabach, Ph.D. 
New York, National League for Nursing, 1960, 24 pp. 


This publication is a concise presentation 
of the opinions of 772 nurse students about 
their psychiatric nursing experience. Tables 
are used to facilitate the reading and com- 
prehension of the research report. 

While the major findings are concerned 
with psychiatric nursing, there are per- 
tinent implications for all of nursing educa- 
tion and service. Many of the implications 
are pointed out by the author; some, how- 
ever, are not noted in the written text. Two 
implications which were not noted are 
these: 





1. Students, particularly seniors, stated 
that they least prefer to work with geriatric, 
chronically ill, psychiatric, cancer, ortho- 
pedic, and tubercular patients. The same 
group most prefer to work with children, 
convalescent, medical-surgical and obstetri- 
cal patients. 

This raises the question: Is nursing ed- 
ucation now preparing future nurse practi- 
tioners who will find job satisfactions only 
when caring for those patients who will be 
hospitalized for 5-14 days, acutely ill, and 
have an optimistic prognosis? If the an- 
swer to this question is “yes,” who is to care 
for the long-term, chronically ill patient 
with the less optimistic prognosis—the 
group which comprises the bulk of the total 
patient census? 

2. Students stated, as chief reasons for 
difficulties in their initial relationships with 
patients, lack of communication skills and 
an inability to form relationships. In re- 
sponse to a later question, the same students 
stated that English and speech were the 
nonclinical courses which contributed least 
to the psychiatric nursing experience. If 
the origin of communication skill is not in 
speaking one’s native tongue, where is it? 
Perhaps this pair of opinions suggests that 
nurse educators might critically evaluate 
the nonclinical content of the total curri- 
culum for nurse students. 

This publication merits careful consid- 
eration of nursing service as well as nursing 
education. Nursing service administrators 
may be interested in the opinions of stu- 
dents concerning qualifications of person- 
nel. The selection of patients chosen to be 
used in the basic experience of the student 
may be one of the major factors which leads 
her to choose other fields of nursing when 
she becomes a practitioner.—MarcareT A. 
MaRSHALL, R.N., M.S., Rutgers University, 
Newark, N. J. 
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SOME GUIDE LINES FOR 
EVALUATIVE RESEARCH 
By Elizabeth Herzog 


Washington, D. C., U. S. Dept. of Health, Educa- 
tion and Welfare, 1959, 117 pp. 


This publication indicates that social work- 


/ers are doing a better and better job of 


integrating insights relative to research. 
Possibly to the sophisticated psychological 
researcher some of the contents of the vol- 
ume might seem oversimplified. 
However, to those who wish a concise over- 
view of the most widely cited design prob- 
lems in doing evaluative research in such 
areas as psychotherapy, those who perhaps 
in their own training were not exposed to 
such insights, this volume would be a good 
beginning point. It points up much wish- 
ful, inexact thinking about psychotherapy 
and its results, especially in making com- 


parisons and evaluations. 


This publication outlines the elements in- 
volved in a fairly simple, clear-cut and usa- 
ble way. Vague concepts are enlarged upon. 
Although mostly questions are raised, it 
makes these more meaningful; for example, 
the oft-found discrepancy between actual 
practice and the ostensible theoretical ori- 
entation of the practitioner is explored. 
The complex interrelationship of training, 
experience, personality, theoretical orien- 
tation, etc., are brought out. The difficul- 
ties of assessing the effect each of these 
produces in a given therapy situation is 
complicated by the difficulty in delineating 
each, as well as their complicating each 
other. If any of these elements is not taken 
into account, the author rightly insists that 
it be so stated and not merely by-passed. 

The book is well-arranged with chapters 
and subdivision headings very visible and 
simple to refer to. The presentation reads 
easily. Even if it is not used in preparation 
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for research, it will help the practitioner of 
psychotherapy to clarify his thinking and 
sharpen his goals with his patients and col- 
leagues. 

There is a thought-provoking discussion 
on whether a half loaf is better, in regard to 
inexact controls or criteria versus none at 
all. The author wisely cautions about ma- 
jor, validating research. It is not to be 
undertaken lightly if a fact-finding study or 
a survey will do in its place, or where an 
undertrained or understaffed organization 
does not have available full-time and fully- 
trained researchers. Pre-evaluative research 
is differentiated from this, with regard to 
its availability for the individual practi- 
tioner as well as its possible ultimate value 
for the larger research picture.—Davip 
MENDELL, M.D., Houston, Tex. 


? 


ANNUAL REVIEW OF PSYCHOLOGY, 
VOLUME 11, 1960. 

Edited by P. R. Farnsworth 

Palo Alto, Calif., Annual Reviews, Inc., 1960, 544 pp. 


This is a reference publication for persons 
engaged in teaching or research in psychol- 
ogy and related fields, and for this audience 
it is invaluable. As in the previous 10 years 
of the series, this volume provides an au- 
thoritative and comprehensive review of re- 
cent psychological literature. However it 
presumes a considerable knowledge which 
makes it somewhat too technical for the 
less sophisticated reader, except as a ready 
bibliographic source for the topics covered. 

Because of a new policy, the selection of 
chapter topics each year will be in keeping 
with a long-range plan to cover all major 
areas systematically, rather than have a 
strict annual review of the entire psycho- 
logical field. This year chapters on theory in 


458 


physiological psychology, behavior genetics, 
personality dynamics, psychopharmacology, 
color vision and perceptual learning repre- 
sent specialized efforts to cover the litera- 
ture in these areas beyond just the last 
year. Similarly, chapters on engineering 
psychology, psychological aspects of aging 
and psycholinguistics reappear in this vol- 
ume after a lapse of several years, and they 
cover more than just the last year of publi- 
cations. 

It is obviously impossible to review the 
content of a volume of this nature. Perhaps 
it is sufficient to conclude that, as the only 
annual reference publication of its kind, 
this volume continues to provide a most 


-useful periodic summary of progress in 


psychological research.—E.1 A. RUBINSTEIN, 
Pu.D., National Institutes of Health, Be- 
thesda, Md. , 


RECENT CONTRIBUTIONS OF BIO- 
LOGICAL AND PSYCHOSOCIAL IN- 
VESTIGATIONS TO PREVENTIVE 
PSYCHIATRY 

Edited by Ralph H. Ojemann 


Iowa City, State University of Iowa, 1959, 181 pp. 


Workers in many fields were brought to- 
gether for this second of a series of insti- 
tutes dealing with this subject. The first 
institute considered basic aspects: namely, 
current definitions of the concepts of “pre- 
vention” and “creative development,” fac- 
tors associated with the prevalence of men- 
tal illness and recent research on the effects 
of education in human development. Sug- 
gested next steps in research were deline- 
ated. These facets are taken up in this book. 

A. Creative mental health, as analogous 
to creative physical health, (for example, 
nutrition, immunization, etc.) 





B. Updating concepts relating genetics 
with psychodynamics and sharing good ex- 
amples of their interplay. 

C. Recent contributions from the study 
of physiological disturbances, damage, and 
the relationship of physical illness with 
mental health (one interesting facet 
brought out: “most brain damage children 
\born between 11 p.m. and 7 A.M.”) 

D. The law is taken as an example of a 
social institution (a cystallization of cer- 
tain ways of thinking and acting). It is 
examined as to how good a job the law is 
doing. What are the means and goals avail- 
able to us in reworking our institutions; 
the relationship of law to the feeling of 
belonging? (It is integrating in that it sets 
limits.) 

The presentations are rather uneven— 
from the standpoint of quality and inter- 
est—for any one reader. This is a small but 
necessary fragment of the vast amount of 
interchange and communication needed to 
help the workers in these related fields. It 
is worth the effort to read the presenta- 
tions, which are held to a minimum. The 
spontaneous interchanges, as usual, are very 
enlivening. The many well-qualified people 
involved assure a fairly authoritative view 
of current developments concerning the en- 
deavors in which so many of us participate. 
—Davin MENDELL, M.D., Houston, Tex. 


FUNDAMENTALS OF CHILD 
PSYCHIATRY 
By Stuart M. Finch, M.D. 


New York, W. W. Norton & Co., Inc., 1960, 334 pp. 


The need for a basic or introductory text in 
child psychiatry is indicated by the recent 
appearance of several books. Others are 
in preparation. With a diversity of pro- 
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cedural interests in a relatively young field, 
universal approval will be difficult to 
achieve. Dr. Finch has offered a text based 
frankly on psychoanalytic psychology. 

The book begins with an outline of psy- 
chosexual development leading to the clas- 
sical delineation of a structured personality, 
embodying an organized ego with its mech- 
anisms of defense and an established super- 
ego. The unsettled matter of classification 
is handled according to the diagnostic and 
statistical manual of the American Psychi- 
atric Association, and the bulk of the book 
consists of a discussion of the various clini- 
cal entities, with illustrative case material. 
Chapters on history-taking and the psy- 
chiatric and psychological examination 
lead to a discussion of treatment of the 
child. The final chapters touch on “special 
consideration,” which include illegitimacy, 
adoption, foster home placement, divorce 
and institutional care, with special com- 
ments on adolescence. 

Work with parents is touched upon in a 
limited manner, and the book does not 
embody adequately the collaborative proc- 
ess of concurrent work with parents and 
child. 

Some of the essays on clinical entities are 
excellent. An outstanding chapter on “The 
Child with a Psychophysiologic Disorder” 
contrasts with an unimpressive account of 
“The Psychotic Child.” 

The book presents a provocative and use- 
ful suggestion of the kind of information 
which should be provided in an intro- 
ductory statement for doctors, social work- 
ers, psychologists and those who are under- 
taking a career in work with children. Well- 
organized and written in an interesting 
manner, it should find an audience among 
professionals in related fields and some lay 
readers—D. FRANKLIN ROBINSON, M.D., 
Wilkes-Barre, Pa. 


459 





THE EXCEPTIONAL CHILD, 
A BOOK OF READINGS 


By James F. Magary and 
John R. Richorn 


New York, Henry Holt & Co., 1960, 561 pp. 


This volume includes 71 carefully selected, 
short, reprinted articles covering the pres- 
ent day broad field of the exceptional child 
—all by recognized authorities. The well- 
selected readings, in clear type, are pri- 
marily for educators and are sufficiently 
informative. Like all readings covering a 
large area they tend to be superficial and 
only scratch the surface of a topic. Yet one’s 
interest is piqued by judicious selection and 
pertinent editorial comment, and one is 
tempted to pursue further the particular 
topic. 

“Exceptional children” is a term used 
for those who would “benefit from special 
considerations, services or curriculum in 
their daily school routine;” it is not a polite 
euphemism for the mentally retarded. 
Hence the writings for educators are drawn 
from educators, social workers and medical 
men. Drawing from such a heterogeneous 
group, the editors recognize, results in an 
“inevitable lack of uniformity in the frame 
of reference, style and vocabulary.” I. did 
not find this at all unpleasant or jarring. 
To help make the book valuable to those 
who give courses, there is a chart inside the 
covers which correlates readings with a 
number of general texts on the psychology 
and education of exceptional children. 

Because of my special interests, I found 
Dr. Leo Kanner’s article on “Emotional 
Disturbances Simulating Mental Retarda- 
tion,” Edgar A. Doll’s “Behavioral Syn- 
dromes of CNS Impairment,” and Alfred 
A. Strauss’ “Education of the Brain In- 


jured Child” especially well-selected. The . 


impact of emotional disturbances on in- 
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tellectual and social pericrmances, the in- 
creasing understanding and delineation of 
“mental retardation,” the energetic and 
realistic approaches to the problems of the 
“brain damaged” are pointed up succinctly. 
“Brain damage” is a rather harsh label. I . 
have found in my contacts with parents 
that the term has always seemed to connote 
to them holes in the brain or tears or 
bruises. I much prefer Doll’s emphasis on 
the use of “CNS impairment” or a term like 
“neurological handicap.” It is kinder to 
parents and not inaccurate. 

The horizon of the book may be indicated 
by pointing out that not only children with 
neurological impairment are included but 
also those with handicapping medical, 
orthopedic, visual or auditory conditions, 
even disturbed children, those with learn- 
ing difficulties, cultural handicaps, and 
gifted children. 

.Educators should find this book very 
valuable. The lack of depth in each sub- 
ject is inevitable but this is a small criti- 
cism in view of the stated purpose of the 
book. I think that any teacher introducing 
this field will find the book handy, even for 
psychiatric residents who have orientation 
courses in the field of child psychiatry. One 
can always probe a subject more deeply if 
interested.—JosepH D. TeicHER, M.D., 
Children’s Psychiatric Service, Los Angeles 
County General Hospital, Los Angeles, 
Calif. 


CRITICAL COUNSELING BEHAVIOR 
REHABILITATION SETTINGS 
By Marceline E. Jaques, Ph.D. 


lowa City, State University of Iowa, 1959, 115 pp. 


The techniques of rehabilitation counsel- 
‘ing are invaluable; yet in the final analysis 
they are only tools. Like other tools, they 





are no better than the workers who use 
them. A poor or improperly-trained counse- 
lor employing the tools of his trade may 
ultimately do more harm than good. 

Those of us who appreciate the need 
for standards to identify and train men and 
women who are suited for rehabilitation 
counseling are now greatly indebted to Dr. 
Marceline Jaques for her recent study Criti- 
cal Counseling Behavior in Rehabilitation 
Settings. 

Dr. Jaques has examined in great ¢ >tail 
the on-the-job performance of 404 rehabili- 
tation counselors in some 20 states. Using 
the critical incident technique—sele ing 
examples of successful and unsuccessful 
counseling gambits—she has gone a long 
way toward delineating what the good 
counselor must bring to his job. 

In a foreword to the book Wendell John- 
son summarizes Dr. Jaques’ findings in this 
regard: 


“In rehabilitation counseling more con- — 


sideration must be given to the relation- 
ship or interaction between the client and 
the counselor. This is not a one-way rela- 
tionship. Dr. Jaques stresses the importance 
of due regard by the counselor for his 
client’s needs, wishes and interests, as de- 
termined by his background of native ca- 
pacity and learning, his pattern of signifi- 
cant interpersonal relationships and his 
semantic and cultural environment. She 
emphasizes informed and sensitive empathy 
for the client by the counselor as a means 
of minimizing stereotyped advice-giving and 
of fostering the working together by counse- 
lor and client on the client’s problems. Ef- 
fective recognition and appreciation of the 
client’s needs and interests require of the 
counselor skills and attitudes based on 
adequate knowledge about human person- 
ality and motivation and the factors by 
which they are affected. The implications 
of these considerations in relation to the 
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training of rehabilitation counselors are 
pointed up by Dr. Jaques.” 

Dr. Jaques’ findings also reaffirm the 
principle that training in the field of psy- 
chology is essential for effective rehabilita- 
tion counseling. Her research shows, too, 
that stop-watch tactics cannot be employed 
in the psychological approach; the counse- 
lor must be given sufficient time to do his 
job well. 

If the Office of Vocational Rehabilita- 
tion, sponsor of Dr. Jaques’ research, will 
adopt the precepts set forth in her little 
primer, an important advance will have 
been made in the selection and training of 
competent rehabilitation counselors.— 
Janet L. Pinner, State of New York De- 
partment of Labor, Division of Employ- 
ment, New York, N. Y. ; 


RELIGION, SCIENCE AND MENTAL 
HEALTH: PROCEEDINGS OF THE 
FIRST ACADEMY SYMPOSIUM ON IN- 
TERDISCIPLINE RESPONSIBILITY 
FOR MENTAL HEALTH, 1957 
Academy of Religion and Mental Health 
with the Aid of the Josiah Macy, Jr., 
Foundation 


New York, New York University Press, 1959, 107 pp. 


This is not the book for the person who is 
looking for a clear concise statement of the 
precise relationship existing between re- 
ligion and mental health. Neither is it the 
book for those who seek all the answers to 
all the questions in regard to the interac- 
tion of religion and mental health. But, 
reading this volume should prove most re- 
warding to those who are looking for an 
intelligent statement of the problem by 
specialists in the disciplines of psychology, 
psychiatry and religion. 

This book contains a well-edited version 
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of the speeches—and the discussions follow- 
ing them—presented at the first meeting 
of the Academy of Religion and Mental 
Health in 1957. It appears that the meet- 
ing did not aim at an exhaustive treat- 
ment or solution of the problems involved 
in the religion-mental health relationship. 
Rather, it seems that the participants set 
themselves the task of defining terms, of 
marking out the proper fields of action for 
each discipline and in general, of improv- 
ing communication between the respective 
groups. Now this essential groundwork is 
often very difficult and laborious and may 
sometimes seem to be beside the point. 
However, those who are familiar with this 
type of discussion know well how necessary 
it is. Without it no intelligent discussion 
can proceed. 

Throughout the discussion the reader is 
impressed by the fact that the fundamental 
unity of man has been respected. The radi- 


cal compartmentalization of the human : 


person appears to have been successfully 
avoided. An effort is made to specify the 
areas proper to psychiatry and to religion, 
but underlying this attempt at specifica- 
tion seems to be the essential recognition of 
the unity of man. Only when this is recog- 
nized can the whole man be dealt with 
satisfactorily. 

At the conclusion of this meeting, which 
brought together clergymen, physicians and 
behavioral scientists, plans for the future 
were discussed. Many pertinent questions 
were posed for the consideration of all in- 
terested. * 

The chief value of the book seems to be 
in the fact that it points out that there is 
need for an interdiscipline approach to 
mental: health. It points out the areas of 
the disciplines and suggests how greater 
co-operation may be attained. The book is 
valuable in that it stimulates thought in 
these areas on the part of the reader. 
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It is encouraging to know that an or- 
ganization such as the Academy of Religion 
and Mental Health exists. It is hoped that 
this book will promote interest in the vital 
topic to which the Academy has com- 
mitted itself—MoTHER M. BERNADETTE DE 
Lourpes, Mary Manning Walsh Home, New 
York, N. Y. 


AMERICANS VIEW THEIR 
MENTAL HEALTH 

By Gerald Gurin, Joseph Veroff and 
Sheila Feld 


New York, Basic Books, Inc., 1960, 444 pp.. 


This book is the fourth of a monograph 
series published under the auspices of the 
Joint Commission on Mental Illness and 
Health. Its release last year received wide- 
spread national coverage in newspapers and 


periodicals. The highly readable text of 
over 400 pages represents the findings of an 
unique scientific investigation, for it at- 
tempts to assess \a cross-section of the na- 
tion’s so-called “average,” normal, adult 
population, with reference to its fears, ten- 
sions and anxieties. 

There are important data in the book to 
help guide mental health associations in de- 
veloping programs directly for the so-called 
average person—not the “mentally ill.” A 
highly significant finding, for example, is 
that nearly one of every four adult Ameri- 
cans at some time in his life has felt 
sufficiently troubled to need help. One in 
seven sought this help. 

An interesting table (#11.3, page 350) 
charts the reasons given for not going for 
help by people who felt they could have 
used some assistance. It shows that 25 per 
cent wanted to work the problems out them- 
selves. It also shows that 20 per cent did 
not know how to go about getting help. 





Another 14 per cent said that they felt 
shame, stigma or hesitancy about seeking 
help. In commenting on this last group, 
the report says: “It represents people who 
were presumably ready for help but refused 
to go because of what others might think. 
Mental health programs have often con- 
centrated on this group of people, trying 
through educational devices to reassure 
people that there is nothing socially unde- 
sirable about going for help with personal 
problems. We should probably look at the 
percentage of people who give this kind of 
reason for not going for help as a minimal 
figure, since fear of such disapproval is a 
motive not easily admitted to.” 

It is of interest to note that only four per 
cent said they did not go for treatment be- 
cause of the expense involved. In view of 
the widely-held belief that psychiatric treat- 
ment is expensive, this is an unexpected 
finding. 

The survey confirms the fact that persons 
in psychological trouble make extensive use 
of the clergy and the family physician. 
Forty-two per cent of the people who sought 
professional help went to the minister, priest 
or rabbi. Sixty-five per cent said they were 
“helped a lot” by the clergy and physicians 
—a highly respectable batting average in 
any league. 

The final chapter of the book, entitled 
“Implications,” presents a number of chal- 
lenging ideas.” For example, with the cur- 
rent interest in problems of the aging, it 
is of importance to note that the research 
team suggests that findings on problems 
and tensions associated with aging indicate 
that they seem to be more those of apathy 
and resignation than acute distress. 

The report suggests: “This analysis might 
have implications for the kind of educa- 
tional program that might be directed at a 
given population subgroup to the extent 
that the problem of low utilization [of re- 
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sources] in any group seems to reflect fa- 
cilitating rather than psychological factors.” 
For program planners, the educational 
problem obviously would seem to be “one 
of providing information as to the avail- 
ability of these resources and the procedure 
to be followed in getting help, rather than 
of convincing the group members of the 
need to go for help.”—Max SILVERSTEIN, 
Pennsylvania Mental Health, Inc., Philadel- 
phia, Pa. 


SOCIAL PROBLEMS IN OUR TIME: 
A SOCIOLOGICAL ANALYSIS 
By S. Kirson Weinberg 


\ 
New York, Prentice-Hall, Inc., 1960, 600 pp. 


The author, who is on the faculty of Roose- 
velt University in Chicago, states that this 
book is a continuation of a previous book 
Society And Personality Disorders. In the 
original book the author analyzed the 
modes of relationships which caused. pez- 
sons to become socially estranged. In this 
volume, which the author calls a textbook, 
he is making a study of the social problems 
which exist in the United States. He di- 
vides the contributing and causal factors 
of social problems into three sections: 

1. The social processes; 

2. The social factors; and 

3. The personality organization of traits. 


He devotes the first 88 pages to the study 
of social problems and processes. 

The second section of the book—300 
pages—deals with social problems and de- 
viant behavior, including juvenile delin- 
quency, adult, crime and sex offenses, alco- 
holism, drug addition, personality dis- 
orders and suicide. 

The third section of the book, about 150 
pages in length, deals with social problems 
among conventional groups—marital con- 
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flicts, family conflicts, problems of ado- 
lescence, problems of old age, problems of 
prejudice and discrimination. 

The book is well-documented and con- 
tains both a name index and a subject in- 
dex totaling 18 pages. This work obviously 
represents a tremendous investment of time 
as indicated by the frequent quotations 
from authors. 

The reviewer found the reading of this 
very lengthy textbook a tedious process 
because little of the material was new to 


him. However, as a textbook for a soci- 


ologist or beginning student of psychiatry, 
this volume may be highly recommended. 
The material is well-presented and the ref- 
erences are very extensive.—FRANK J. Cur- 
RAN, M.D., New York, N. Y. 


THE OVERSEAS AMERICANS 


By Harlan Cleveland, Gerard J. Mangone 
and John Clarke Adams 


New York, McGraw-Hill Book Co., Inc., 1960, 
316 pp. 


This book is a provocative analysis of in- 
ternational activities which are rapidly 
growing in importance. The wide range of 
ideas and factual material covered can be 
of value as an introduction for those in- 
terested in mental health and illness in over- 
seas work. The book is intended for the 
general reader as well as for special groups. 

The central purpose is to describe the 
complex problems of overseas service. Key 
issues and problems are critically examined 
and supported by data from a study fi- 
nanced by the Carnegie Foundation as part 
of the activities of the Maxwell Graduate 
School at Syracuse University. 

The book is organized in five parts. The 
first presents a general introduction em- 
phasizing cross-cultural problems encount- 
ered by Americans in overseas service. The 
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second describes the vivid problems faced 
by such occupational groups as government 
workers, missionaries and businessmen. 
The third examines in some detail the as- 
sessment, selection and training of over- 
seas personnel. A fourth discusses higher 
education in the United States in relation 
to international activities. In the fifth, spe- 
cific recommendations are made. 

The effects of mental health and illness 
on overseas personnel is not adequately ex- 
plored perhaps because the other topics 
required more immediate emphasis. An ap- 
propriate but limited reference to this 
problem is made. One must conclude that 
the complex of psychological, social and 
cultural factors influencing mental health 
and illness in overseas adjustment could 
have received more penetrating and syste- 
matic analysis. 

Notwithstanding this limitation, those in- 
terested will find the book very rewarding, 
especially if they go beyond the remarks 
made about psychological forces in cross- 
cultural operations to the far reaching im- 
plications of a mental health nature under- 
lying the general discussions throughout the 
book. This is also highly recommended 
reading because the problems and issues 
discussed are so obviously critical for the 
United States now and in the future. It 
is a book well worth reading.—SvEN Lunp- 
sTEDT, Pu.D., Foundation for Research on 
Human Behavior, Ann Arbor, Mich. 


HELPING YOUR GIFTED CHILD ' 
By Ruth Strang, Ph.D. 
New York, E. P. Dutton & Co., Inc., 1960, 270 pp. 


This book has been written by an experi- 
enced educator for those parents of gifted 
children who sometimes flounder for direc- 
tion and appropriate understanding as they 
go about the business of trying to rear these 





children in ways that are satisfying and 
give promise to the future fulfillment of 
their gifts. 

According to Dr. Strang, gifted children 


vary widely in their kinds of “giftedness,” — 


as well as in their individual states of bal- 
ance and development. She takes a broad 
view of giftedness—“It includes not only 
those [children] with high abstract intelli- 
gence but also those whose performance in 
any valuable line of human activity is con- 
sistently and repeatedly remarkable.” 

What the book has to say emerges na- 
turally from sound, familiar concepts of 
child development, providing clear, sup- 
portive guidance through its easy style and 
the use of questions and answers at the end 
of each chapter. The many examples of 
children ring familiar and true. 

The seven chapters are: “Is Your Child 
Gifted?,” “What It Takes to Make a Gifted 
Child,” “The Gifted Preschool Child,” 
“The Gifted School Child,” “The Gifted 
Adolescent,” “Problems of Gifted Chil- 
dren,” and “Your Responsibility for the 
Best Development of All Children.” 

The author touches only lightly on the 
researches concerning gifted children. She 
is intent on getting across a guidance point 
of view and empowering it. Believing that 
gifted children cannot “go it alone” and 
are a product of nature and nurture, she 
emphasizes the roles of parents and teach- 
ers in providing a supportive collaboration, 
the kinds of balance desirable in school 
programs, aspects of interpersonal relations 
and the place of reading experiences. The 
appendix lists books and book clubs for 
children, and selected books and pamphlets 
for parents. 

As one reads this book it becomes clear 
that what is good for the gifted child is 
good for every child. Only the factor of 
degree applies in differentiating the traits 
of one child from another. Helping Your 


Book Reviews 


Gifted Child should be useful to parents, 
generally, as well as to educators of chil- 
dren.—EveLyn D. ApLERBLUM, School of 
Education, New York University, New 
York, N. Y. 


MENTAL HYGIENE IN THE SCHOOL 
By Samuel R. Laycock 


Toronto, Canada, Copp Clark Publishing Co., Lid., 
1960, 177 pp. 


This simply written little volume, intended 
“to help the teacher at both the elementary 
and high school level to apply the princi- 
ples of mental hygiene to his daily work in 
the classroom,” stays authentically but 
lightly on the surface of its content. Its 
10 chapters are entitled “The Teacher Looks 
at Mental Health,” “Understanding Pupils’ 
Basic Needs,” “How Pupils Satisfy Their 
Needs,” “Understanding the Individual 
Pupil,” “Self-Fulfillment for the Teacher,” 
“Discipline and Mental Health,” “Mental 
Health and Methods of Teaching,” “Indi- 
vidual Differences and Mental Health,” 
“Administrative Policies and Mental 
Health,” and ‘Toward Mental Health in 
School.” For the most part, these chapters 
contain short statements of principles and 
techniques that have been more fully dis- 
cussed in other mental hygiene and guid- 
ance textbooks published in recent years. 

The author's professional experience is 
favorably reflected in his ability to say what 
he means clearly and directly. He appends 
a thoroughgoing list of reading and re- 
search references. These are touched upon 
lightly, for the writer states his points and 
moves along quickly. There are places 
where a pause for further elaboration and 
discussion would have deepened the mean- 
ing. 

Where the author moves from the more 
general material to speak his own mind to 
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teachers, he often has something fresh to 
offer. For example, he reminds teachers to 
help students assess the quality of their ac- 
tions and not to arouse defensive rationali- 
zations by pressing with “Why did you do 
that?” when the action is amiss. 

There is also a sound, pithy paragraph 
assessing the natural limitations of mental 
ability tests. And when he describes the 
problem of planning the “remedial teach- 
ing of discipline” for emotionally disturbed 
children, teachers are likely to be attentive. 

Other points invite questioning. Al- 
though punishment is described as “‘at best 
a negative means of control,” eight different 
types are then described for their degrees of 
relative merit. Is this a help or a hindrance 
toward furthering positive attitudes toward 
mental hygiene? Similarly, what is the ra- 
tionale behind introducing a chapter on 
individual differences with “Teachers must 
recognize that individual differences, like 
the poor, will always be with us’? 

As a handbook for teachers who are still 
relatively unsophisticated concerning men- 
tal health aspects of teaching, this book 
should serve well. In recent years, many 
teachers in the United States have advanced 
their knowledge of mental hygiene practices 
through university courses and reading. For 
them Mental Hygiene in the School may 
be of more limited interest.—Eve.yn D. 
ADLERBLUM, School of Education, New 
York University, New York, N. Y. 


THE ETIOLOGY OF SCHIZOPHRENIA 
Edited by Don D. Jackson 
New York, Basic Books, Inc., 1960, 456 pp. 


Following a liberal, comprehensive intro- 
duction by the editor, this text is presented 
in five divisions composed of 14 chapters, 
each by a different author. The fields of 
genetics, biochemistry, physiology, psycho- 
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logy and family situations are discussed in 
terms of etiological possibilities in this ob- 
scure area of the schizophrenic process. 

As is well-known among psychiatrists, 


_ there are numerous hypotheses, theories 


and some rather positive convictions re- 
garding the nature of the cause or causes of 
this group of disorders. To give some ex- 
amples of types of approach, some students 
and investigators consider this group of 
disorders to be strictly of bio-somatic origin, 
with one or another emphasizing heredity 
and such other constitutional factors as 
glandular dysfunctions, or reactions from 
bacterial infection, or viruses; others con- 
sider the individual predisposed because 
of an inadequate biological organization 
which succumbs under the normal or aver- 
age expected stresses of life—or at least it 
is unable to bear the extra incidental or ac- 
cidental stress which normal persons are 
able to overcome and to make a readjust- 
ment. 

There are still others—and their numbers 
are legion—who consider schizophrenia, 
with its different clinical expressions, as a 
psychogenic disorder which can be attrib- 
uted to the maladaptations, the attitudes, 
the operations inside the family group and 
the mishandling of the child. Frequently 
there is no attempt to differentiate patho- 
genic from pathoplastic factors in the situa- 
tion or to sift out the evidence for predis- 
posing factors from the precipitating and 
perpetuating ones. The possible predis- 
posing element of heredity has been and 
still is an unpopular concept among many 
psychiatrists who feel the urge to disprove 
the findings which may be something of an 
indication of its importance as a research 
approach. 

The contents of this book brings us face 
to face with the breadth and depth of the 
complicated problem of schizophrenia 
which confronts us. If one desires to inform 





himself as to what has been done and is 
going on by way of thought, search and 
research, this volume is well worth reading 
as a useful source. There are also nearly 
1,000 listed bibliographic references to the 
special topics. Many of the experimental 
findings and experiential impressions may 
well be the building blocks that will even- 
tually constitute the structure when the 
basic or constant factor—without which 
schizophrenia does not develop—has been 
discovered.—Notan D. C. Lewis, M. D., 
Bureau of Research in Neurology and Psy- 
chiatry, Princeton, N. J. 


PROGRAMS FOR ‘THE GIFTED: 
A CASE BOOK IN SECONDARY 
EDUCATION + | 

Edited by Samuel Everett 


New York, Harper & Bros., 1961, 299 pp. 


Every gifted pupil is an individual who 
needs guidance and sympathetic help, says 
Paul Witty in the section of this book de- 
voted to the nature and needs of gifted and 
superior adolescents. 

He adds: “Difficulties and problems in 
his case, as in others of less marked ability, 
are traceable in large measure to a depriva- 
tion of basic needs. Since optimum condi- 
tions for human development are rarely 
found, basic needs are inevitably thwarted, 
and satisfying and socially desirable human 
relationships are many times precluded. 
Accordingly, the gifted pupil, like other 
pupils, encounters many obstacles to sturdy 
growth.” 

On the other hand, pupils of high 1.Q. 
are usually above average in mental health, 
Witty finds. They are somewhat more 
stable emotionally than their typical class- 
mates, he says, and their relative superiority 
in this respect persists through adolescence 
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and young adulthood. But he notes that 
there are many gifted pupils who experi- 
ence serious difficulties in personal and so- 
cial adjustment and some who, failing to 
realize their potentialities as students, de- 
velop keen feelings of disappointment and . 
inadequacy. 

Other contributors to this volume em- 
phasize a type of school guidance that is 
primarily one of personality development 
—to stimulate the student to “achieve the 
best that in him lies."—W. Carson Ryan, 
Pu.D., University of North Carolina, 
Chapel Hill, N. C. 


READING AND THE PSYCHOLOGY 
OF PERCEPTION 
By Hunter Diack 


New York, Philosophical Library Inc., 1960, 155 pp. 





This book, the author says, “evolved out 
of a study of the development of language 
in the child during which it had become 
clear that a study of linguistic development 
was inextricably linked with the develop- 
ment of the perceptual powers.” 

While the author has “only by implica- 
tion touched upon the emotional life of the 
child,” he says that this problem in these 
days rightly receives a great deal of atten- 
tion. And he adds: 

“An unhappy or insecure home back- 
ground seriously affects a child’s progress 
in school—not in reading alone. In such 
cases a teacher, by her sympathy and under- 
standing, can do something to help the 
child, but she can do nothing about the root 
cause. 

Yet not all emotional disturbances are 
caused by the home environment. Again’ 
and again teachers have reported that when 
a child backward in reading achieves suc- 
cess after a course of remedial treatment, 
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the child’s whole personality undergoes a 
change. There is indeed a good reason for 
thinking that many emotional disturbances 
are due to the frustration that comes when 
a child who has enjoyed his “pseudo-read- 
ing” is suddenly called upon to do some 
real reading—W. Carson RYAN, Pu.D., 
University of North Carolina, Chapel Hill, 
N. C. 


RACE RELATIONS AND 
MENTAL HEALTH 

By Marie Jahoda 

Paris, UNESCO, 1960, 48 pp. 


The author of this booklet maintains that 
prejudice is a sign of low positive mental 
health. She says the prejudiced person 
gives little evidence of the first criterion of 
mental health—a healthy attitude toward 
himself. 

“The absence of a stable sense of identity 
is, indeed, the crux of his human condi- 
tion.” In the prejudiced person “mental 
health is equally low according to the cri- 
terion of adequate reality-perception; he 
cannot see individuals; he perceives his own 
stereotypes.” 

On the other hand, says the author, the 
very universality of the basic conflict under- 
lying prejudice suggests that this fight can 
be successful. “For not all who experience 
it are prejudiced. There are people, after 
all, who can accept the existence of dif- 
ference without envy or fear. And among 
them are many whose positive mental 
health is also low.” 

With full recognition of the difficulties 
presented by the legal action of the United 
States in the effort to end school segrega- 
tion, Dr. Jahoda believes there can be little 
doubt that the battle will be won by the 
federal government. She notes that—not- 
withstanding the various outbreaks of vio- 
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lence and the temporary suspension of some 
local school systems—“close on half a mil- 
lion Negro children who were in segregated 
schools before the Supreme Court’s decision 
have already had the experience of going 
to school with white children.” 

But she concludes that “mental health in 
the positive sense of the term is needed in 
the proponents of harmonious race rela- 
tions if confusion and exaggeration are to 
be avoided.”—W. Carson Ryan, Pu.D., 
University of North Carolina, Chapel Hill, 
N. C. 


SOCIAL REHABILITATION OF 
THE SUBNORMAL 
By Herbert C. Gunzburg 


Baltimore, Williams & Wilkins Co., 1960, 263 pp. 


This author’s goal is broad and ambitious, 
the kind that trips up many writers: “This 
book is concerned with the problem of the 
subnormal person who has become a social 
failure,” and yet, “who can be rehabilitated 
for his return to the community at large.”. 
It “will set forth in practical terms, what 
can be done in present circumstances” . . . 
“in nontechnical language” and “of inter- 
est to everyone concerned in any way with 
the subnormal”—professionals, parents, au- 
thority officers and even the general public. 
The reviewer happily believes that the au- 
thor succeeds in these purposes, although 
he would have taken odds against it after 
he read the preface and introduction. 

The book deals with those who may be 
called the “hard core of potential rehabili- 
tants among the total ‘dullard’ population.” 
The reader will feel, and rightly so, that the 
descriptions portray only the most difficult 
type of cases. The author believes these 
people need the 24-hour program of educa- 
tion and treatment of the modern, progres- 





sive type of institution, such as at Monyhull 
Hall Hospital in Great Britain. In the 
United States, many hope that the best in 
rehabilitation workshops and training cen- 
ters may be able to accomplish the desired 
results while the person lives in the com- 
munity. The book could have said a good 
deal more about the counseling of the 
family of the dullard. — 

The philosophy and program is con- 
sistent with the best being tried out today 
in the United States. We read of the im- 
portance of training, not based solely on 
techniques, but on the humane, warm, pro- 
gressively stressful atmosphere created by 
people in charge. We read of the method 
of total evaluation and the need for “ar- 
tistic” blending of information on the in- 
terrelationships of endowment, environ- 
ment and personality which makes for an 
understanding of the person. The whole 
method is geared to develop the minimal 
essentials of everyday living in society; this 
is successful accomplishment for the re- 
tarded. The method emphasizes retraining 
of attitudes and good social and work hab- 
its. There is no sure road to success, but the 
author believes one should proceed as 
though the retarded person will succeed, 
for he must have his full opportunity be- 
fore one can say that he “failed.” 

Although the book deals with a sub- 
group of the entire population of sub- 
normals, it will prove useful to those 
dealing with the mentally retarded in 
workshops, institutions, special schools.and 
placement. The book has the typical pleas- 
ant quality of good English writing, and 
some references available through Ameri- 
can publishers are given with their English 
outlets. When one closes the cover, the mes- 
sage seems deceptively simple, and yet it 
has conveyed the complexity of the phi- 
losophy and program. This reviewer be- 
lieves it should be well-received in our 
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country and elsewhere, perhaps in foreign 
translations.—SALVATORE G. DIMICHAEL, 
Pu.D., Department of Health, Education 
and Welfare, Regional Office, New York, 
N. Y. 


WHY DID IT HAPPEN TO ME? 
By David Belgum 


Minneapolis, Augsburg Publishing House, 1960, 
110 pp. 


The relationship between an individual's 
moral conduct and his health has been a 
subject for discussion almost since the 
dawn of reason. Today, however, the 
growth of psychiatry as a specialty of medi- 
cine and the increased studies in the be- 
havioral sciences have given emphasis to 
the importance of understanding relations 
between an individual’s beliefs in relation 
to his total health. 

The author of this book is professor of 
pastoral theology at Northwestern Luth- 
eran Theological Seminary, Minneapolis. 
He also supervises the volunteer chaplaincy 
service at the University of Minnesota Hos- 
pitals. He is one of the growing number 
of clergymen who recognize the need for 
much further study on the relationship be- 
tween religion and health, and his little 
book provides excellent material for study 
groups. He discusses the difference between 
sin and sickness, and he avoids the common 
error of attributing all sinfulness to men- 
tal illness. His approach to faith healing 
is sound and while stressing the obligation 
of religious groups to become more con- 
cerned in faith healing, he questions some 
of the practices of the more popular faith 
healers of our day. 

The book is less an exhaustive treatise 
on the many problems involved in relations 
between religion and health than a concise 
presentation of a few of the major issues 
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involved in these relationships. As such, 
the book will contribute many ideas for 
discussions based on sound observations 
and contemporary religious thought.—THE 
Rev. Georce C. ANDERSON, Academy of Re- 
ligion and Mental Health, New York, N. Y. 


THE CITIZEN VOLUNTEER 


Edited by Nathan E. Cohen 
New York, Harper & Bros., 1960, 267 pp. 


The subject of volunteer activities is of 
special interest to readers in the mental 
health field because of the shortage of pro- 
fessional workers and the increasing de- 
mands on their services. 

Nathan E. Cohen, dean of the School of 
Applied Social Sciences at Western Re- 
serve University, has edited a comprehen- 
sive and detailed study of the role of the 
lay worker under the title The Citizen 
Volunteer. Nearly a score of specialists in 
various areas of social welfare have con- 
tributed chapters to the book. 

The first section of the volume discusses 


the factors which have produced more. 


volunteer service organizations in the 
United States than in any other country. 
Consideration is also given to the elements 
which limit the number of participants and 
the degree of their participation, thus re- 
ducing the total possible effectiveness of ex- 
isting voluntary associations. This effec- 
tiveness, as presented by the writers, is not 
only a matter of securing needed welfare 
services but of improving the whole quality 
of our democracy by the active concern of 


more citizens in the solution of public 


problems. 

There follows an interesting section ana- 
lyzing the motivation of the individual 
volunteers.. This series of chapters should 
be especially helpful to those responsible 
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for the recruitment of workers for various 
agencies and organizations. 

The main body of the book is addressed 
to those considering volunteer work and 
provides specific answers to the two ques- 
tions, “‘Where Can I Serve?” and “How 
Can I Become a Volunteer?” Every chapter 
has mental health connotations—with such 
headings as “Volunteers in Mental Hospi- 
tals,” ‘Patients’ Libraries,” “Big Brother 
Work,” “Youth Agencies,” “Programs for 
the Older Citizen,” “Fund-Raising,” “In- 
tergroup Relations” and “National Organi- 
zations.” The role of the volunteer is 
spelled out, stating not only what he does 
but what his relations are with the regular 
staff workers and with the agency as a whole. 
There are many suggestions here for the 
successful use of volunteers as responsible 
coworkers who do much more than merely 
assist the professional staff. 

The average reader is likely to think of 
the value of volunteers in terms of direct 
services rendered to the agency or its clients. 
However, to the sociologically oriented 
writers of this book, the values are more 
indirect in nature, stressing the importance 
of intelligent, informed volunteers who in- 
terpret the work with which they have 
become acquainted to the general public. 
This interpretation may result in increased 
financial support, more general co-opera- 
tion and better-informed voting on issues 
related to the particular work. 

In the eyes of the authors the volunteers 
are also important on the policy-making 
level where their many-sided viewpoints— 
based on their varied backgrounds outside 
the volunteer service—may supply helpful 
stimulus and guidance to supplement the 
technical knowledge and specialized per- 
spectives of the professional staff. 

Final chapters provide a look into the 
future when more women may seek em- 
ployment outside the home and when gov- 





ernment will be increasingly concerned 
with supplying welfare services. These 
tendencies may outweigh the effects of 
people having more leisure-time. If this 
results in a decrease in volunteer activities, 
the authors feel that there will be a distinct 
loss to the country, even if the same amount 
of services are provided. 

This is a book which should be pur- 
chased by college libraries, since it serves 
both as a study in democracy and as a 
stimulus to student volunteer service. It 
should also be read by all institution and 
agency personnel who have contact with 
volunteers on the job.—RuTH ANNE Korey, 
Public School 181, Brooklyn, N. Y. 


JUVENILE DELINQUENCY: 

ITS NATURE AND CONTROL 

By Sophia Robison 

New York, Henry Holt & Co., Inc., 1960, 535 pp. 


The recent increase in publications on 
- youthful lawlessness reflects the general 
public concern with this topic. Aside from 
the “cold war” there are few topics of more 
general public concern and, unless I am 
mistaken, few subjects about which there 
is more confusion and hazy thinking. 
One reason for this, as Professor Robison 
points out, is the human emotions juvenile 
delinquency call forth. These feelings are 
often conflicted, inconsistent and contradic- 
tory but they carry strong personal convic- 
tions. Obviously such emotions do not 
promote attitudes of self-doubt or the 
awareness that information is lacking, and 
they are hardly congenial to the kind of 
detached curiosity about the subject mat- 
ter which is the essence of scientific inquiry. 


we 
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Dr. Robison, who is assistant director of 
the Juvenile Delinquency Evaluation Proj- 
ect of the City of New York, calls on her 
long experience as researcher, teacher and 
practitioner in an effort “to alert the stu- 
dent to the assumptions—both explicit and 
implicit—which underlie the many con- 
flicting pronouncements on the character- 
istics of delinquents, the causes, treatment 
and prevention of delinquency.” 

After 30 chapters and 535 pages of data, 
conflicting opinions, case histories and de- 
scriptive statements of programs, the re- 
viewer is grateful for the hope expressed 
in the preface for the “fresh attacks that 
today’s students will make” but not sure 
he can share it. A basic problem, to which 
the book makes only a very limited contri- 
bution, is to find common denominators or 
issues around which the problem of de- 
linquency can be discussed. A way must 
be found to get around the specialized 
jargon in the field, which conveys few if any 
new ideas. A way must also be found to 
provide clear definitions for specialized 
language conveying new ideas. The re- 
viewer hopes the “fresh attacks” will take 
this direction. 

The above observations should not de- 
tract from this text’s real merits, which 
include a wealth of data from anthropol- 
ogy, sociology, psychology and psychiatry 
relating to the problem. Also, the inclusion 
of descriptive material with critical com- 
ments about programs of delinquency pre- 
vention and control both in the United 
States and foreign countries will be of in- 
terest to students and practitioners alike. 
—Lioyp W. McCorkte, Division of Cor- 
rection and Parole, Department of Institu- 
tions and Agencies, Trenton, N. J. 
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TRAINING 


The Western Interstate Commission for 
Higher Education and The Western Coun- 
cil on Mental Health Training and Re- 
search are again sponsoring summer work 
study programs in mental health for college 
students. Ten weeks of work and study on 
the campus—at the University of Colorado 
in Boulder, the University of the Pacific in 
Stockton, Calif., and the University of 
Washington in Seattle—and in state institu- 
tions will introduce able Western college 
students to mental health work. 

Other sponsoring agencies include the 
California Department of Mental Hygiene, 
the Colorado Department of Institutions, 
the Oregon Board of Control and the Wash- 
ington Department of Institutions. 


Young people choosing careers can include 
social work among the good-paying if not 
highest-paying professions, according to a 
report issued at the opening of the recent 
National Conference on Social Welfare. 
The report is based on a study among the 
28,500 members of the National Association 
of Social Workers who represent the vast 
majority of professional social workers with 
both graduate social work training and 
experience. 

Today’s trained and experienced social 
worker is now earning, on the average, 
$7,350 a year. The median salary for men 
is $7,700; for women, $6,600. These figures 
put the earnings of professional social work- 
ers in a close range with the salaries of other 
skilled but predominately male professions 
included in the Survey of Professional, Ad- 
ministration and Clerical Pay made by the 


Department of Labor. 
Je a 
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A campaign to interest the state’s young 
people in mental health careers is being 
conducted by the New York State Depart- 
ment of Mental Hygiene in co-operation 
with state and local mental health associa- 
tions and the over-all Careers Program initi- 
ated by the National Association for Mental 
Health. 

Featured in the New York project is a set 
of leaflets, each devoted to one of the key 
mental health professions. In conjunction 
with the campaign the Department’s 27 in- 
stitutions held Open House during Mental 
Health Week in May with special “Career 
Days” for young people. Copies of the ca- 
reer series may be obtained without charge 
from the Office of Mental Health Education 
and Information, New York State Depart- 
ment of Mental Hygiene, 240 State Street, 
Albany 1, N. Y. 


LEGISLATION 


The National Association for Mental 
Health is recommending that $125,570,000 
be granted the National Institute of Mental 
Health for the fiscal year beginning July 1, 
1961, an increase of $24,670,000 over last 
year’s budget. The total recommended by 
the NAMH is also $37,324,000 higher than 
the figure proposed by President Kennedy 
in his budget message. 


REPORTS, STUDIES, SURVEYS 


A report on the Information Service of the 
Orange County, Calif., Association for Men- 
tal Health appeared in a recent issue of the 
Orange County Medical Association Bul- 
letin. 

The report indicates that 734 times dur- 
ing the first two years of offering informa- 
tion services the Association answered per- 





sonal or telephone inquiries of persons 
seeking help. A record of these calls was 
tabulated in order to analyze the kind of 
help requested and to evaluate and plan for 
future service. 

Twenty-four calls were in the emergency 
category; 183 people asked for psychiatric 
help; 10 people wanted a psychologist; 52 
asked where to get nonpsychiatric counsel- 
ing help; 7 patients on leave or recently 
discharged sought recreational programs; 5 
heeded help getting jobs; group therapy or 
other help was sought by 18. Of all the in- 
quiries, 68 concerned help for children. 


About one-third of the 500,000 patients in 
state mental hospitals are over 65 and 27 
per cent of all new admissions to these hos- 
pitals are also in this age bracket. How- 
ever, these two groups differ greatly as to 


diagnosis. The former is heavily loaded 
with the old schizophrenic cases. . These 
and other facts concerning “Problems of the 
Aging Psychiatric Patient” are documented 
in a report on the subject issued recently 
by the Joint Information Service of the 
American Psychiatric Association and the 
National Association for Mental Health. 

The report is based on a survey of 196 
state mental hospitals. It summarizes facts 
and figures of older patients in state hos- 
pitals during 1959 and the professional 
opinions of the administrators of the hos- 
pitals. 

‘It was the consensus of opinion of hos- 
pital superintendents that the majority of 
elderly patients could be cared for outside 
the hospital. This would necessitate sub- 
stantial expansion of other facilities, includ- 
ing homes for the aged, nursing and county 
homes, foster homes and day care programs. 

Recommendations also included preven- 
tive measures to help the aging. Most su- 
pervisors agreed that “a number of elderly 
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patients would benefit by better counseling 
service, social clubs and employment ser- 
ice.” Such measures, they believe, would 
cut down on admissions of elderly people 
to state hospitals. 


AWARDS 


The Fort Lauderdale News has been named 
winner of the ninth annual National Men- 
tal Health Bell Award presented annually 
by the National Association for Mental 
Health “to an American daily newspaper 
making an outstanding contribution in the 
fight against mental illness.” Two specific 
contributions made by the News included 
a series of news stories, features and edito- 
rials urging the establishment of a psychi- 
atric unit at Broward General Hospital and 
a series urging the establishment in Florida 
of a psychiatric facility for children under 
age twelve. 

Citations of merit were presented by the 
NAMH to Chicago’s American, the Chicago 
Daily News, Chicago Sun-Times and the 
Chicago Tribune for “outstanding service 
rendered to the community through con- 
sistent and generous editorial support for 
the $150 million bond issue for mental 
hospital facilities in Illinois.” 


Hillside Hospital of Glen Oaks, N. Y., a 
psychiatric treatment, training and research 
center primarily serving the city of New 
York, Nassau County and the nearby areas, 
has been named winner in the 1960 Hos- 
pital Safety Contest sponsored annually by 
the American Hospital Association and the 
National Safety Council. Hillside achieved 
a perfect record for personnel safety in the 
countrywide group of hospitals having 300- 
499 staff employees. 





Dr. Benjamin Pasamanick, professor of 
psychiatry at Ohio State University and 
director of research at the Columbus Psy- 
chiatric Institute, received the $500 Stratton 
Award of the American Psychopathological 
Association for 1961 for his studies on the 
epidemiology of a mental disorder. 
& * * 


Studies carried out at the Columbus 
Psychiatric Institute on the effects of early 
infantile stimulation were awarded the 
$1,500 Hofheimer Prize for 1961 at the 
annual meeging of the American Psychiatric 
Association in Chicago. 


MEETINGS, CONFERENCES, 
INSTITUTES 


The American Medical Association’s 110th 
annual meeting brought an estimated 50,000 
persons, including 25,000 physicians into 


New York City June 25-30. Dr. Leonard 
W. Larson was inaugurated as president of 
the A.M.A. succeeding Dr. E. Vincent Askey. 
Dr. Larson is a Bismarck, N. D., pathologist. 


The 14th World Health Assembly which 
convened in New Delhi, India, in February 
adopted a resolution underlining the re- 
sponsibilities of WHO and its membership 
toward the emerging and newly independ- 
ent nations. The three-part resolution: 1) 
Requests the Director-General to make all 
possible efforts to provide such assistance to 
Member States having newly attained 
independence and to co-operate with them 
in the training of local medical personnel 
technically qualified to undertake the 
responsibility of combating infectious and 
parasitic diseases and of improving national 
health services; 2) Urges Member States to 
provide assistance to raise health levels in 
newly independent countries; and 3) Ap- 
peals to the Member States to introduce or 
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develop in their health education programs 
the teaching of the principles of racial 
equality and nondiscrimination with a 
view to promoting good mental health and 
in recognition of the “fundamental right 
of every human being to health and health 
services.” 

The next World Health Assembly will 
be held at WHO world headquarters in 
Geneva, the exact date to be set by the 
Executive Board at its meeting in January. 


The Eighth National Conference on Physi- 
cians and Schools, held in Chicago in 
March, featured discussions on the mental 
and emotional fitness of children and youth. 
Many of the speakers stressed the need for 
preventive programs in mental health in 
the nation’s schools and “the organization 
of a healthful school day and the establish- 
ment of interpersonal relationships favor- 
able to emotional, social and physical 
health.” 

Dr. Robert Yoho, director of the Bureau 
of Health Education for the Indiana Board 
of Health, stressed the value of the health 
careers program and the need for expanded 
programs of health education. 

-Other speakers stressed the role of profes- 
sional people in “trying to work with par- 
ents to assist them so that they can make the 
best contribution to the child’s growth and 
development.” Great periods of anxiety for 
school children, according to several con- 
ference participants, were: entrance to 
kindergarten or first grade, junior high 
school and senior high school. The conferees 
agreed that increased problems may arise 
because of frequent family moves, return to 
school after a long illness, serious illness of 
a parent or sibling, separation, divorce or 
death, or when parents expect too much of 
their children. 





An over-all evaluation of the conference 
reveals that the participants agreed on: 1) 
The need for inner training in mental 
health concepts, both academic and in- 
service, of all professional personnel work- 
ing with children and families; 2) The need 
for the professional person to break into 
the parent-child cycle ‘‘at any point we can” 
through work with school children and 
their parents, teen-agers who will be future 
parents, premarital counseling, expectant 
parents and parents of infants and pre- 
school children; 3) The need for identifica- 
tion of emotional problems in children and 
families in their incipient stage; 4) The 
need for expansion of Dx and Rx services 
in communities for families and children; 
6) The need for co-ordination of services, 
especially for multiproblem families. 


Dr. George S. Stevenson, editor of Mental 


Hygiene and consultant to the National 
Association for Mental Health, will become 
president of the World Federation for Men-: 
tal Health at the next International Con- 
gress in Paris August 30-September 5. 


The seventh International Congress of 
Neurology will be held in Rome September 
10-15. 


The 50th anniversary of the Family Service 
Association of America takes place this 
year. To review a half-century of progress 
and to forecast future trends in family life 
and family counseling, a special 50th 
Anniversary Biennial Conference will take 
‘ place November 12-15, 1961, at the Hotel 
Commodore in New York City. 


The 1961 annual convention of the Na- 
tional Society for Crippled Children and 
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Adults will be held November 17-21 at the 
Denver-Hilton Hotel in Denver, Colo. 
* * s 


A review and evaluation of the final report 
issued recently by the Joint Commission on 
Mental Illness and Health will be featured 
at the 1961 annual meeting of the National 
Association for Mental Health to be held 
at the Deauville Hotel in Miami November 
15-18. This feature will be incorporated 
into the scientific sessions which will also 
include presentations on professional and 
research work in the mental health field. 


The midwest divisional meeting of the 
American Psychiatric Association will be 
held at the Hotel Schroeder in Milwaukee 
November 16-18. Two panel discussions 
and a presentation on “impulse control” 
will be held simultaneously during the two 
and one-half day meeting. 


PUBLICATIONS 


The United Nations Office of Public In- 
formation in New York has published a 
pamphlet entitled Declaration of the Rights 
of the Child. 

The UN General Assembly, in Novem- 
ber, 1959, unanimously adopted and pro- 
claimed this Declaration which sets forth 
those rights and freedoms which the inter- 
national community has agreed every child 
should enjoy. Many of the rights and 
freedoms proclaimed were already men- 
tioned in the Universal Declaration of Hu- 
man Rights adopted by the General As- 
sembly in 1948. It was thought, however, 
that the special needs of the child justified 
a separate declaration. In the preamble to 
the new Declaration it is specifically stated 
that the child, by reason of his physical and 
mental immaturity, needs special safeguards 
and care before as well as after birth. The 
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preamble also affirms that mankind owes 
the child the best it has to give. 

Like the Universal Declaration, the Dec- 
laration of the Rights of the Child sets a 
standard for parents, individuals, voluntary 
organizations, local authorities and govern- 
ments to follow in recognizing the rights 
and freedoms set forth and to strive for their 
observance. 

The full text of the Declaration of the 
Rights of the Child are reproduced in the 
UN pamphlet. In 10 carefully worded 
principles the Declaration affirms the rights 
of the child to enjoy special protection and 
to be given opportunities and facilities to 
enable him to develop in a healthy and 
normal manner and in conditions of free- 
dom and dignity; to have a name and a 
nationality from birth; to enjoy the benefits 
of social security including adequate nu- 
trition, housing, recreation and medical 
services; to receive special treatment, educa- 
tion and care if he is handicapped; to grow 
up in an atmosphere of affection and se- 
curity and, whenever possible, in the care 
and under the responsibility of his parents; 
to receive education; to be among the first 
to receive protection and relief in times of 
disaster; to be protected against all forms 
of neglect, cruelty and exploitation; and 
to be protected from practices which may 
foster any form of discrimination. Finally, 


the Declaration emphasizes that the child , 


shall be brought up “in a spirit of under- 
standing, tolerance, friendship among peo- 
ples, peace and universal brotherhood.” 


The final report of the Joint Commission 
on Mental Illness and Health has been 
published and released in a book entitled 
Action for Mental Health. This report is 
the result of a study conducted by the Joint 
Commission established in 1955 and author- 
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ized by Congress to examine the mental 
illness problem in the United States and to 
make recommendations for dealing with 
this problem. 

The report proposes a program that 
would, in essence: ? 

1. Give mental illness an aura of respect- 
ability so that the public grows to accept 
it as a sickness not unlike heart trouble, 
cancer or diabetes in which the victims 
should not be punished, pitied or shunted 
aside but treated in the best medical sense; 

2. Modernize the treatment of the men- 
tally ill to take the emphasis off incarcera- 
tion in large, poorly staffed state mental 
hospitals, putting it instead on ‘& community 
clinic basis from which patients would be 
returned to everyday society as soon as 
possible; 

3. Conduct a greatly expanded program 
of basic research into mental illness. 


The twelfth edition of the directory Out- 
patient Psychiatric Clinics and Other Men- 
tal Health Resources in the United States 
has just been published by the National 
Association for Mental Health and the Na- 
tional Institute of Mental Health. 

This directory is the only national listing 
of its type; it provides detailed and recent 
(1959) statistics on mental health resources 
in the United States. All statistics were 
collected and prepared by the Institute’s 
Biometrics Branch. In addition to out- 
patient psychiatric clinics, the volume lists 
all state hospitals for mental disease, public 
institutions for mental defectives and 
epileptics, psychopathetic hospitals, Vet- 
erans Administration hospitals, state mental 
health associations, state departments deal- 
ing with mental health and all regional 
offices of the Department of Health, Educa- 
tion and Welfare. 





Copies are available from the NAMH 
National Office at $1.50 each. 


On October 1, 1961, the Academy of Reli- 
gion and Mental Health will bring out the 
first issue of its quarterly journal, the 
Journal of Religion and Health. The 
purpose of the journal is “to provide a 
forum for significant and creative thinking 
in the various disciplines which are repre- 
sented within the Academy: namely, reli- 
gion, in all its varied expressions, medical 
science, psychiatry, psychology, sociology 
and cultural anthropology. 


° 


Application of Psychiatric Insights to Cross- 
Cultural Communications, just published 
by the Group for the Advancement of 
‘Psychiatry, contains the proceedings of a 
symposium which focused on this question. 
Communication problems for Americans in 
Russia, India and Japan were specifically 
discussed at the symposium. Copies may be 
obtained at $.75 each from the Publications 
Office, Group for the Advancement of 
Psychiatry, 104 East 25th Street, New York 
10, N. Y. 


Mental Health in the United States: A 
Fifty-Year History by Dr. Nina Ridenour 
has just been published by Harvard Uni- 
versity Press. Copies of the 160-page book 
at $3.50 each may be obtained from the 
Harvard Press at 79 Garden Street, Cam- 
bridge 38, Mass. In this volume Dr. 
Ridenour tells the story of the mental 
health movement in this country. Fourteen 
chapters move from the meeting of Clifford 
Beers with his first supporters in 1908, and 
a quick review of the conditions inherited 
from the past, to a discussion of the estab- 
lishment of The National Committee for 


Notes and Comments 


Mental Hygiene, the growing importance of 
psychiatry in the movement and the advent 
of the first clinics for the guidance of chil- 
dren. 

The author describes the experience with 
mental health problems in the course of 
four wars, the world-wide growth of the 
movement and the beginnings of legal 
protection for the mentally ill. She con- 
tinues with more recent developments such 
as the public’s education in the realities of 
mental illness and the formation of an 
organized movement among citizens. In 
conclusion, the author sums up the present 
situation with “realistically tempered con- 
fidence.” 


REGARDING HYPNOSIS 


The following statement of position regard- 
ing hypnosis has been prepared by the Com- 
mittee on Therapy of the American Psy- 
chiatric Association: 


STATEMENT 


Hypnosis is a specialized psychiatric procedure 
and as such is an aspect of doctor-patient rela- 
tionship. Hypnosis provides an adjunct to re- 
search, to diagnosis and to treatment in psychiatric 
practice. It is also of some value in other areas of 
medical practice and research. 

Unfortunately, so little is known of the nature 
of the hypnotic state that definitions usually re- 
duce themselves to mere descriptions of the vari- 
ous manifested phenomena. Few reports of con- 
trolled experiments into the nature of hypnosis 
have been published. 

Hypnosis is appropriately and properly used in 
the course of therapy only when its employment 
serves therapeutic goals without posing undue 
risks to the patient. With selected patients, it can 
be used for sedative, analgesic and anesthetic pur- 
poses; for the relief of apprehension and anxiety; 
and for symptom suppression. It can also be used, 
but on a still more highly selective basis, as an 
adjunct in the treatment of patients with neurotic 
or psychotic illness. 

Hypnosis or hypnotic treatment, as in any other 
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psychiatric procedure, calls for all examinations 
necessary to a proper diagnosis and to the formu- 
lation of the immediate therapeutic needs of the 
patient. The technique of induction of the 
trance state is by far the least important of the 
many facets of the hypnotic procedure and under 
no circumstance should it be taught independ- 
ently. 

Whoever makes use of hypnotic techniques, 
therefore, should have sufficient knowledge of 
psychiatry, and particularly psychodynamics, to 
avoid its use in clinical situations where it is con- 
traindicated or even. dangerous. Although sim- 
ilar dangers attend the improper or inept use of 
all other aspects of the doctor-patient relationship, 
the nature of hypnosis renders its inappropriate 
use particularly hazardous. For hypnosis to be 
used safely, even for the relief of pain or for seda- 
tion, more than a superficial knowledge of the 
dynamics of human motivation is essential. 

Since hypnosis has definite application in the 
various fields of medicine, physicians have re- 
cently shown increasing interest in hypnosis and 
have turned to psychiatrists for training in hyp- 
nosis. 

To be adequate for medical purposes, all courses 
in hypnosis should be given in conjunction with 
recognized medical teaching institutions or teach- 
ing hospitals, under the auspices of the depart- 
ment of psychiatry and in collaboration with 
those other departments which are similarly in- 
terested. Although lectures, demonstrations, sem- 
inars, conferences and discussions are helpful, the 
basic learning experience must derive from closely 
supervised clinical contact with patients. Since 


2. The teaching of hypnosis should take place in 
medical schools and other psychiatric training 
centers that have an interest in the teaching of 
hypnosis. When taught in such a climate, 
where students can acquire adequate knowl- 
edge of psychiatric principles, hypnosis may 
become a useful adjunct to therapy; - 

. The teaching of hypnosis should be of suffi- 
cient duration and depth for students to ac- 
quire adequate understanding of its appropriate 
place in relation to other psychiatric treat- 
ment modalities; of its indications and contra- 
indications; of its values and its dangers. De- 
cisions regarding the depth and extent of the 
teaching of hypnosis should remain flexible, 
and should be made by the psychiatric depart- 
ments teaching such courses; 

. Training in all aspects of hypnosis should be 
made available to physicians and dentists re- 
questing it; 

. An expansion of facilities for the teaching of 
hypnosis is needed particularly at the post- 
graduate level. The establishment of postgrad- 
uate courses in medical schools and other 
teaching centers under the direction of the 
department of psychiatry is recommended; 

. Physicians practicing hypnosis should do so 
only in their particular field of medical com- 
petence. 

. The need for continued study of hypnosis and 
for adequate research is emphasized, with par- 
ticular reference to delineating its place in the 
total treatment program. 


The first full-scale course on hypnosis for 
practicing physicians in a medical school 
is being given at the University of Penn- 
sylvania, Philadelphia. The course is being 
offered by the Department of Psychiatry. 


such psychiatrically-centered courses are virtually 
nonexistent, many physicians have enrolled in the 
inadequate brief courses available, which are 
taught often by individuals without medical or 
psychiatric training. These courses have concen- 
trated on hypnotic-trance techniques and have 
neglected or covered psychodynamics and psycho- 
pathology in a superficial or stereotyped fashion. 

Proper safeguards for the use of hypnosis are 
vitally important to the patient, to all physicians, 
and to psychiatry as a specialty. In the interest 
of encouraging the safe use of hypnosis, the fol- 
lowing recommendations are approved. 


STATEMENT ON CONFIDENTIALITY 


The American Psychiatric Association has 
released its official statement on confiden- 
tiality as approved by the Association’s 
Executive Committee in January, 1961: 


RECOMMENDATIONS 


1. Isolated courses limited to the teaching of 
trance induction techniques are strongly dis- 
approved; 
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“Confidentiality may be defined as an ethical 
understanding between the physician and the pa- 
tient that anything the patient tells his doctor 
will not be divulged to anyone else. The principle 





has governed physician-patient relationships since 
time immemorial and is as sound today as ever. 
In the case of psychiatry, it is absolutely essential 
to the practice of psychotherapy, since, obviously, 
patients would not reveal their thoughts and feel- 
ings if it were not observed. 

“Confidentiality, however, like freedom, is not 
quite absolute. The physician, like everyone else, 
is subject to laws which may, under certain cir- 
cumstances, require a breach of the rule of con- 
fidentiality. Even then, however, there are cer- 
tain legal procedures which must be scrupulously 
followed. In addition there is a vaguer area in 
which the physician must, in the last analysis, 
turn only to God and his own conscience for guid- 
ance as when an act harmful to the patient and 
society might be committed if strict confidentiality 
were to be maintained. The rare exception, how- 
ever, only reinforces the time-honored rule.” 


IN MEMORIAM 


“The organized mental health effort at all 
levels reflects wistfully on the passing of 
Dr. Sol W. Ginsburg. No verbal expression 
of his impact on mental health can even 
approximately tell the story of his spirit 
and his contributions. 

“It seems in order, however, to call atten- 
tion to a memorial service held at the New 
York Academy of Medicine October 3, 
1960, and printed for permanent reference. 
The best tribute to Dr. Ginsburg is to be 
found in the acknowledgment of the deep- 
ening of the impress made by each of us as 
a result of our association with him.” 
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